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ATTACKS ON MENTAL HOSPITALS 


ENTAL hospitals are again under fire. By convicting 

institutions in a few supposedly leading states, the 
handling of the mentally ill in the whole country, if not the 
whole world, is impeached. The current attacks, however, 
differ in a significant way from the exposés of recent decades. 
They are an attack on a system rather than on the adminis- 
tration of a specific institution. 

Mental hospitals have never outgrown the age in which 
social problems were handled in a palliative (custodial) man- 
ner, and as if they existed apart from other social problems. 
And so our hospitals are for the most part isolated from 
the causes and beginnings of mental illness and from the 
later lives of those who recover. The handling of mental 
illness is ward centered, instead of being focused on the 
whole community. 

The current attacks recognize that a system enmeshes in 
itself at best administrators who see the ills, want to do 
better, but find themselves blocked at every turn by the 
system itself. At worst, the system attracts those whose 
talents and ideals are so dwarfed that their shortcomings 
can persist undetected and unchallenged in a set of hidden 
and isolated routines. Criticisms recognize that institutions 
are what the public has provided the administration to work 
with. In a way, they are what the public has wanted—cheap 
and isolated enough not to be an unpleasant reminder of 
guilty negligence. Current discussions recognize that the 
incrimination of specific personnel of these institutions 
neither changes the system nor insures better personnel for 
the future, but does give the public an excuse and a temporary 
relief from guilt, and so the public welcomes scapegoats. 

Recent articles recognize, nevertheless, that the administra- 
tor who has done his best with what he is given may be an 
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accessory to the crime by failing to keep the public informed 
of its neglect. The public appreciates this protection until 
the situation explodes, and then it turns on its protector. 

It is, therefore, most unwise for administrators to conceal 
the shortcomings of the system and to let themselves be 
thought of as its protectors and advocates. 

We recognize that it is not only the duty, but the best 
form of self-protection for the administrator to keep the 
public informed of its failure to provide him with adequate 
tools, even though at times the public may resent this and 
try to replace him with a more malleable soul. 

The National Committee for Mental Hygiene will lend 
support to all hospital superintendents, state officials, and 
others in authority, to use all means in their power to see 
that the standards set by the American Psychiatric Associa- 
tion are adopted and maintained in their institutions. 





MENTAL-HEALTH 
WORK IN OCCUPIED HOLLAND 


EUGENIA C. LEKKERKERKER 


Secretary, Dutch Federation for Mental Health, Amsterdam, Holland 


HEN Holland was drawn into the war, in May, 1940, 

its mental-health provisions could, on the whole, have 
borne comparison with those of other European countries. 
To be sure, they were not perfect, but the medical standards 
of the work were, on the average, high and the spirit was 
progressive. What happened to this work during the five 
years of German occupation? The Nazi contempt for medi- 
cal ethics in regard to ‘‘inferior’’ persons being well known, 
little good could be expected. 

Psychiatric Institutions —The first plague that befell the 
institutions were the forced evacuations. The fine modern 
buildings on which many psychiatric hospitals and institu- 
tions for the feebleminded, for epileptics, for psychopaths, 
for problem children, and so on, prided themselves, were 
only too useful to the German forces and were occupied by 
them in preference to other quarters. Several of these insti- 
tutions, too, were located in the region of the Atlantic Wall, 
and so were mercilessly evacuated. Only a small minority 
of them escaped the demand that they vacate all or 
part of their buildings, and the years 1940-1944, particu- 
larly 1942 and 1943, were marked by the pitiful Odysseys, 
from one institution to another, of thousands and thousands 
of helpless patients, many of whom were evacuated later a 
second, sometimes even a third time, as the hostess institution 
in its turn was demanded by the Germans. 

What it meant to transport large groups of mentally 
abnormal patients, many of them also physically incapaci- 
tated, with the entire personnel and the whole equipment of 
an institution, at a time when transportation facilities were 
already scarce, can hardly be realized by any one who did 
not witness it. There was also the problem of finding room 
for these patients in other institutions already filled to over- 
flowing. Though hundreds of patients were forcibly dis- 
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charged while not at all ready to be at large, and new admis- 
sions gradually became well-nigh impossible, the problem of 
finding some sort of accommodation for patients and staffs 
became more and more insoluble. 

States one institution, with the soberness of a Dutch log- 
book: ‘‘In 1942 the sanatorium part of the institution 
demanded by the Germans; the 130 patients placed in the 
other cottages; patients laid more closely together. Febru- 
ary, ’43, 300 patients of the evacuated institution Bloemendaal 
had to be taken in; 5 cottages ceded for them and patients 
laid more closely together.’’ Other institutions report that 
patients had to be housed in workshops, attics, and store- 
rooms. There were institutions that, in their search for 
room, had to spread their populations all over the country 
in seven or eight different places. The asylum for criminal 
psychopaths at Avereest had, in one and a half days, to 
evacuate its entire population and to bring it into a camp 
in which both hygienic and safety provisions were entirely 
inadequate. 

It is evident that all this of necessity led to serious admin- 
istrative and medical problems. One by one the measures 
for modern treatment of the mentally abnormal, such as 
classification, occupational therapy, and community educa- 
tion, had to be given up for sheer lack of room and later 
also of material. But still worse was to come in the bad 
winter of 1944-1945, as we shall see. 

In addition to these evacuations came political difficulties. 
The most dramatic incident in the history of mental-health 
work in occupied Holland was undoubtedly the deportation 
of the patients of the Jewish institutions in Apeldoorn—a 
mental hospital and a colony for psychopathic and feeble- 
minded children. This story may, therefore, be told at some 
length. For some time after the terrible deportations of 
Jews had begun, these institutions had, for unknown reasons, 
been spared, and many Jews tried to escape the raids in 
the cities and to secure a little further safety by joining the 
staffs of these institutions. Courses, lectures, and recreation 
were organized to make life in this community more bearable, 
but the somber menace tightened. 


1 Taken, with the consent of the author, from an account written for the 
‘*Mededeelingen’’ of the Dutch Federation of Mental Hygiene by Dr. A. 
Querido, one of the very few witnesses who survived this tragedy. 
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At the beginning of January, 1943, a German official came 
to inspect the institution on the pretext that he was trying 
to find room for Jewish deportees who were sick, but his 
visit aroused grave suspicions. On the 21st of January, 1943, 
a confidential message came that a train with 1,500 places— 
this was the number of patients and personnel—was being 
prepared at Apeldoorn, and it was clear what this meant. 
The director called together the personnel and a number of 
patients who were comparatively well and told them that 
any one who wanted to go was free to leave. A little more 
than one-half of the personnel and about one-tenth of the 
patients went. Many of them had no ‘‘hiding address,’’ 
no clothes except their institutional clothing, no money. The 
local population helped them as well as they could—pretend- 
ing not to recognize them as patients of the Jewish institu- 
tions—but conspicuous and helpless as most of them were, 
it is fairly certain that the great majority were captured by 
the Nazis within a few days. 

In the late afternoon of January 21st, one hundred men 
of the German police arrived and without any explanation 
took up quarters in the institution. The next day passed 
in anxiety while preparations were made for the evacuation, 
though officially nothing was known about it yet. At six 
o’clock German officials arrived and announced that they 
were taking over the institution. The medical and higher 
staff members were locked up in a room and the evacuation 
of the patients began. They were at once separated from 
the nursing personnel and stowed, in whatever state they 
happened to be, into large motor trucks. Those who could 
stand stood, the others were laid down. All luggage and 
all the provisions prepared for the evacuation had to be left 
behind, and with heartbreaking clamor, the patients were thus 
carried off to the railroad station, where they were tran- 
shipped into cattle cars. The children of the children’s insti- 
tution were carried off in the same way, in spite of the 
protest of one of the doctors that they were not patients, 
but educational cases. The sick personnel who were unable 
to walk shared the fate of the patients. 

In the early morning of the 22nd, when the patients had 
left, personnel were called for to accompany them. Twenty, 
among whom was the son of the medical director, volunteered, 
and thirty more were ordered to go. They were put into 
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a carriage, which was coupled to the cattle cars with patients. 
Nothing more has been heard of the whole transport since; 
probably all were gassed before they reached the German 
frontier. 

The rest of the personnel, with a few exceptions, were 
transported to the concentration camp at Westerbork. The 
medical director, who was also deported later, died in this 
camp. Of the personnel who had heroically stood by their 
duty to the last, only two or three survived. The institution 
was thoroughly plundered by the German occupants; even 
valuable research material gathered in years of work was 
destroyed. 

Other institutions, too, had political entanglements. Gen- 
erally they refused to deliver up their Jewish patients, and 
in several cases this caused the arrest of the medical director 
or other members of the staff, but they were usually released 
after some time. As in the course of time many Jews and 
other prosecuted persons took refuge as ‘‘patients’’ or per- 
sonnel in institutions, often with false names and papers, 
there were several raids by the German police in these insti- 
tutions, sometimes with, but more often without, success. 
Nazis tried to get hold of the administration of some insti- 
tutions, and in some cases succeeded, causing the dismissal 
of the director. 

The story of the hospital for epileptics, Meerenbosch, at 
Heemstede is interesting. When its board was forcibly 
replaced by a Nazi committee, the entire staff, from the 
highest to the lowest, except two unimportant employees, 
reacted by tendering their resignations. Even the imprison- 
ment of all the male members of the old board and some of 
the leading staff members did not break the resistance, and 
the Nazi psychiatrist who was then put in charge found an 
institution with only a fraction of the patients (most of them 
had been hastily displaced to other institutions or taken back 
by their families) and no personnel left. Though eventually 
many of the patients had to be returned, this psychiatrist 
had a hard time to get new personnel, and as the Germans 
soon occupied the best part of the buildings, and later the 
whole institution, not much of the work remained. 

Those arrested for their political resistance were not 
always fortunate enough to return safely. The director of 
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an institution for the feebleminded in Noordwijk, Mr. Juch, 
who was considered a great authority in his field, to which 
he had contributed many original ideas, died in the concen- 
tration camp to which he had been sent for his anti-German 
attitude, as did one of the other members of his staff. In 
the public mental hospital at Medemblik, which had several 
times been ‘‘honored’’ by a visit from the German police— 
members of the staff being arrested and a great part of the 
provisions being stolen (in the hunger winter of 1944-45)— 
three male employes who happened to be in prison for a 
hearing were executed on March 7, 1945, as a reprisal for 
the assault on Rauter (for which hundreds of men were 
arbitrarily shot). 

The worst came after the invasion in Holland in September, 
1944. Some of the institutions located in the front line had 
most dramatic experiences. There were, for example, the 
mental hospitals, St. Servatius (for men) and St. Anna (for 
women), at Venray, which were at the center of the Battle 
of Overloon, one of the most violent episodes of the war. 
In both institutions—each of which was harboring the evacu- 
ees of other mental hospitals and was, therefore, filled far 
beyond its ordinary capacity—the entire population lived for 
weeks in the cellars, together with a large number of citizens 
who had also fled there in panic, while over their heads 
the buildings were bombed to ruins. In St. Servatius there 
were at one time about 4,000 persons—patients and citizens— 
cramped together in the cellars under indescribable hygienic 
conditions. When the situation became intolerable, this insti- 
tution as well as St. Anna’s had to evacuate, and after long 
and trying wanderings, during which several patients died 
of exhaustion, the greater part of both groups eventually 
reached safety in Belgium, where they were received in 
convents. 

The patients and staff of the mental hospital St. Anna at 
Heel also had to live for months in the cellars, but miracu- 
lously no one was killed. The mental hospital at Wolfheze 
near Arnhem, too, which also was responsible for some hun- 
dreds of evacuees in addition to its own population, had to 
improvise a sudden evacuation while the Battle of Arnhem 
was going on. In three stages the patients were moved to 
places behind the front line, where they were housed in 
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schools, hospitals, and holiday homes. At several institu- 
tions—the modern sanatorium Kongingsheide at Arnhem 
for one—the buildings were destroyed or more or less heavily 
damaged by the bombardments. The personnel losses, how- 
ever, were on the whole not so bad as might have been 
expected. 

On the other side of the front line, especially in the west- 
ern part of Holland, the institutional populations suffered 
all the deprivations of that last terrible winter. With 
quarters crowded, with a frightful shortage of food, textiles, 
medicine, disinfectants, and soap, with no electricity to run 
a laundry or light a lamp, no gas to cook on, no fuel to heat 
the buildings, and a very inadequate nursing staff—weakened 
itself by much illness and undernourishment—one can pic- 
ture what happened. In those horrible months between Sep- 
tember, 1944, and the liberation in May, 1945, the mortality 
in some institutions ran up to eight times or more the normal 
average for the same months, mostly as a result of inter- 
current diseases (much dysentery and other intestinal dis- 
orders)—largely due to the general lowering of resistance 
due to undernourishment, cold, and insufficient care. It was 
the oldest and weakest patients who died, and those who, like 
imbeciles, were used to eating large quantities of food. Some 
directors of institutions managed to get in extra food from 
the country, but in most cases their efforts in this direction 
were frustrated by the transportation difficulties. 

When the war was over, many institutions found their 
buildings more or less extensively destroyed by bombard- 
ments and flying bombs or. terribly worn out by their various 
occupants. Most of them remained occupied for some time 
by the Allied forces, and were only gradually released. Even 
then, the lack of materials usually precluded a quick repair. 
So, although most of the evacuees are back in their own insti- 
tutions now, a part of them still are not, as they have no 
buildings to go back to. 

An equally serious problem is the great shortage of per- 
sonnel. In this time, with the great demand for female labor, 
service in mental hospitals under present working conditions 
is not particularly attractive. Added to this is the shortage 
of textiles, of materials for repairs, for occupational therapy, 
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and so on. All of which explains the fact that while there 
are on the one hand institutions that are overfilled, others 
that have beds free cannot take new patients because they 
have not the personnel and the other facilities to care for 
them. As one of the medical directors phrased it: ‘‘We 
have been put back fifty years in the care of mental patients 
and we have to build it all over again.’’ There is a strong 
drive everywhere, however, to build up again, and to build 
better than before, so that probably before many years even 
better and more effective structures will rise out of the ruins. 

Child-Guidance Clinics.—Until September, 1944, the child- 
guidance clinics that existed in various cities continued their 
work on the whole with remarkably little interference, with 
but one exception. This was the Jewish child-guidance clinic 
at Amsterdam which was closed in 1943, after most stormy 
and tragic experiences in the almost daily raids among the 
panic-stricken Jewish population. Its social worker, who 
was caught in the flight, never returned; and a Jewish psy- 
chiatrist at one of the other clinics who had been arrested 
was soon reported dead. 

Working in the midst of the community, the clinics nat- 
urally shared in all its experiences. Just as their medical 
staff members participated in the medical resistance—for 
which some had to pay the penalty of arrest—so the social 
workers, true to their calling of helping people in distress, 
were soon involved in the underground work of hiding Jews 
and others who were being persecuted, with all that this 
work entailed; and, of course, as a result, some had to suffer 
imprisonment or to ‘‘submerge.’’ * 

But all this was no different from what many thousands 
of citizens did with the same risks; the clinics as such were 
not affected thereby. The training of psychiatric social 
workers in connection with these clinies, which had been 
started on a small scale shortly before the war, was con- 
tinued and a plan was worked out for a broader training 
scheme to meet the increasing need for this type of service 
to be expected after the war. In spite of financial and other 
difficulties, this training was to have started in September, 


1 That is, to hide from the police, to live at another address than one’s own, 
often under a false name and with false papers. 
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1944, but owing to the general railroad strike in that month, 
it had to be put off. There was even a new clinic founded 
during the war. 

Even in the difficult winter of 194445, the clinics, almost 
without exception, continued their work. It is true, the daily 
worries about the bare necessities of life—food, fuel, 
clothing, shoes, soap, and, if possible, a little bit of light 
in the dark hours—were so pressing that there seemed little 
interest left for neurotic symptoms and psychological treat- 
ment. And the clinics themselves, handicapped by lack of 
fuel, electric light, telephone, bicycle tires, street cars, or 
any other means of transportation, and by workers who them- 
selves were no better off than the general population, could 
not do very much. The number of cases dropped everywhere, 
but there remained enough for the clinics to do, even though 
the help given may sometimes have been rather in terms of 
sugar beets and tulip bulbs,’ of extra meals for a child,’ 
or of ‘‘hiding addresses,’’ or stolen ration cards for ‘‘sub- 
merged’’ members of the family,* than of psychiatric treat- 
ment or educational advice. 

For in addition to the general problems of want of food 
and other necessities, practically every family in this period 
had its special anxieties—the threat to a husband or son of 
being caught in a raid and carried off as slave labor;* often 
a member of the family already in Germany; one or more 
persons hidden in the house; a near relative or friend 
imprisoned or executed or in great danger of being shot; 
members of the family participating in underground work 
or ‘‘away’’ at an unknown address, which placed all con- 


1 Used as food in the last war winter. 





2 During the last few months it was possible in some cities—mainly through 
the action of the churches, sometimes also with the help of large employers 
or underground organizations—to get in extra supplies of food, so that at least 
a certain number of children, or others who needed it most, could get an extra 
meal daily or sometimes weekly. Also, thousands of children were placed with 
farmers in the eastern and northern provinces, until the Germans stopped this 
practice, because of war activities. 


8 There existed a well-knit underground organization with an efficient division 
of labor which had the task of stealing ration cards, forging documents, and 
so on, for the many thousands who had to live illegally. 


4 Nearly every house had its hiding place, and there were times when no man 
under forty dared to come on the streets, so that women and children had to 
do the errands, both for the household and for the underground work. 
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cerned under continuous fear and strain; perhaps a beloved 
one across the front line, at sea or overseas, of whom noth- 
ing had been heard since the separation; or a tragical 
political clash within the same home.’ 

It was perhaps rather for these reasons than for the 
ordinary child-guidance work that the clinics felt they could 
not desert their cases as long as they were able to do a 
bit of useful work in helping to protect the children against 
the terrific material and mental stresses to which they were 
subjected. 

When the war was over, the child-guidance clinics had suf- 
fered no real setback; they rapidly returned to their old 
ways (except that they lost some of their workers to the 
restoration work) and took up the training plans they had 
had to put off the year before. In fact, in the scheme of 
the restoration work the demands for the type of service 
that the child-guidance clinics can offer increased greatly. 
It is chiefly the problems of trained workers and financial 
support that still constitute a grave handicap to the continua- 
tion and further development of this work. 

Other Mental-Health Activities—It is impossible to deal 
with all the various forms of mental-health work at the same 
length, so some will be mentioned more briefly here. 

The pre- and after-care work for mental patients—which 
in Holland is usually carried on by means of ‘‘consultation 
bureaus,’’ each headed by a psychiatrist, usually assisted by 
a social worker—generally continued without interruption 
until September, 1944, when the railroad strike and the lack 
of petrol made its continuation impossible except in the 
largest cities. Of course, these bureaus, too, in so far as they 
were functioning, shared in the experiences of the commu- 
nity. Needless to say, the Jewish consultation bureau in 
Amsterdam was abolished in 1943. A _ psychiatrist in 
Enschede connected with some Catholic bureaus, who was a 


1The losses of the Dutch population in the underground war were greater 
than those of a modern army on the battlefield. It has been estimated by the 
state bureau of statistics that the total number of victims of war and German 
occupation in Holland (as a result of war actions, the deportation of Jews, 
hunger, executions, and deaths in concentration camps and prisons) was pro 
rata about three times as large as the military and civil losses put together in 
England. As it was worst during the last year, the terrific strain that this 
put upon the population during this period may be gauged. 
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resistance leader, was shot on the very day that this city 
was liberated. In so far as the means of transportation 
permit, the consultation bureaus are gradually resuming 
their work. 

Rather interesting is the story of the Institute for Medi- 
cal Psychology at Amsterdam. This was established on 
the first day of the war (May 10, 1940) for the purpose of 
treating patients suffering from mental shock as a result 
of war experiences. The institute consisted of a number of 
psychotherapeutists who offered their services for a fixed 
compensation, the difference between this compensation and 
what the patients themselves could afford being paid by the 
municipal board of health out of the allowance for air-raid 
protection, and so on. As, however, the war was over after 
five days and Amsterdam remained remarkably free from 
air raids (there were only three serious attacks during the 
five war years) the institute had few of the cases for which 
it was originaily intended. But it met a great need by pro- 
viding intensive psychotherapeutic treatment for neurotic 
patients which they could not obtain in the ordinary psy- 
chiatric out-patient clinics or afford to secure privately. So 
the institute not only continued to exist during all the five 
years, but, its usefulness having become clear—particularly 
in view of the numerous neurotic problems among those who 
returned or reémerged after the war—efforts are being made 
to establish it on a permanent basis and to extend its work. 
The institute has also attracted attention in other places, so 
that recently a similar institute has been founded in The 
Hague, with the aid of the official organization for restora- 
tion work. 

Something should also be said about another mental-health 
activity—the ‘‘consultation bureaus for life and family 
problems.’’ One such bureau existed in Rotterdam before 
the war, its function being to offer advice and help in marital 
and other personal problems. Though a psychiatrist is 
among those who may be consulted by the clients of this 
consultation bureau, it is not psychiatric in character, but 
aims rather to do work of a preventive nature with those 
cases which do not as yet require psychiatric treatment, 
codperating as much as possible with other agencies, clergy- 
men, and so on. 
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In 1941, a committee on the mental effects of the war, 
established by the Gezondheidsraad (a state advisory board 
on health), expressed its interest in this sort of consultation 
bureau as an effective means of preventing neuroses, and 
since then the National Federation of Mental Health also 
has tried to promote this work. Another such bureau was 
opened in The Hague in 1942, and though in the winter of 
1944-45 the work for the most part came to a standstill, it 
received new impetus after the war in connection with the 
numerous problems to be expected in the post-war period, 
when so many people have been thrown out of gear. 

So in various places such consultation bureaus have been 
or are being established, usually with the aid of the organiza- 
tions for restoration work. It is evident that the success 
of these bureaus will depend to a large extent upon those 
who actually do the work. One would like to have trained 
psychiatric social workers for this, as is the case now in 
the consultation bureaus in Amsterdam and The Hague, but 
here, as in the other forms of mental-hygiene work, finding 
workers of the right sort is the greatest problem. 

Mental-Hygiene Organizations—To those not familiar 
with the Dutch habit of splitting all community movements 
and undertakings along denominational lines, it will seem 
odd that in 1933 there existed five national organizations for 
mental hygiene—one undenominational, one Catholic, two 
Protestant, and one Jewish. All these—together with some 
other health organizations—were united in the Nationale 
Federatie voor Geestelijke Volksgezondheid (the National 
Federation of Mental Health) in 1934, every organization, 
though, keeping its independent existence. The federation 
distributed a subsidy from a state fund for the prevention 
of disease, but did not do very much else. 

During the war, however, it was realized that a much 
closer codperation between the various organizations and a 
better codrdination of the whole field of mental-health work 
were needed to meet the problems arising from the war and 
its sequele. So a committee of the board of the federation, 
assisted by experts from the various fields, secretly (for had 
it become known to the Germans, it might have had unfortu- 
nate results both for the federation and for the members of 
this committee, three out of the five of whom were at one 
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time ‘‘submerged”’ for political reasons) prepared plans for 
a reorganization of the federation and for the development 
of mental-health work after the war. 

These preparations were interrupted by the invasion in 
Holland and by the railroad strike in 1944—which made it 
impossible for the members of the committee, who lived in 
five different places, to come together—and, in addition, the 
rapid deterioration of the situation made a revision of the 
plans necessary. They were, however, so far ready that the 
committee was able, not long after the liberation, to bring 
forward new propositions which, on the whole, were received 
with enthusiasm by the various mental-hygiene organizations. 

The problems with which Holland has been confronted 
since the close of the war are overwhelming. There is not 
only the problem of building up institutions that have been 
destroyed; there is also a youthful population that has been 
terribly damaged mentally, and a juvenile-delinquency rate 
that has at least tripled since 1940, with provisions for deal- 
ing with the situation very much reduced. There are also 
new problems, such as the more than 4,000 Jewish children 
saved from the gas rooms who have lost their parents and 
have otherwise suffered most traumatic experiences, and the 
20,000 children of imprisoned Nazi parents, to say nothing 
of these parents themselves, who must be cared for somehow 
and brought to a different attitude and ideology. There is 
also an increase of mental patients (for instance, many reac- 
tive depressions), and a very high number of neurotics to 
be expected among the 400,000 persons returning from forced 
labor in Germany and the many thousands more of those 
who have been in prisons and concentration camps or who 
have emerged from the underground world often after having 
gone through the wildest experiences and the greatest ten- 
sions; not to mention the thousands in Indonesia who have 
lived there in concentration camps perhaps even surpassing 
the German camps in cruelty, and many of whom, it is to 
be feared, will be returned to this country very much in 
need of psychiatric help. 

The National Federation of Mental Health started work 
immediately. The reorganization was put in motion; a good 
contact was established with the government, the Minister 
of Social Affairs (who has jurisdiction over public health) 
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requesting from the federation a report about the measures 
to be taken in the near future for the promotion of mental 
health; a basis was laid for close codperation with the official 
national organization for the restoration; and lines of action 
were developed for local mental-health work with the victims 
of the war and of German oppression. Plans are also being 
worked out for thoroughgoing reforms of legal and adminis- 
trative provisions with regard to mental health, for the 
recruiting and training of personnel, and for better financial 
foundations; a periodical is to be published soon; and a 
national congress presenting the mental-health program for 
to-day is being prepared. 

The two great problems to which all the plans for improv- 
ing and extending mental-health work come down are always 
the same: shortage of trained personnel (both medical and 
non-medical) and shortage of money for the tremendous work 
to be done. The various organizations in the mental-hygiene 
field, now more closely united in the federation, do what 
they can, but they will undoubtedly have a very hard pull. 

So, besides much destruction and terrific problems, the 
war has also brought some gains to the mental-health work 
in Holland. The tasks that lie ahead may often seem well- 
nigh insurmountable, but at least Holland is free and building 
up again! And this lends a tremendous impetus to all the 
efforts that may finally overcome the ravages of this 
terrible war. 








THE MENTAL-HYGIENE UNIT IN A 
W.A.C. TRAINING CENTER * 
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6 Neen primary purpose of the mental-hygiene units, which 

have been established at all army training centers for 
men and women, is the out-patient treatment of problems 
of adjustment. The present paper is based upon experiences 
at the W.A.C. Training Center, Fort Des Moines, Iowa. 

The cases referred to the mental-hygiene unit at this 
center include enlisted women with problems of maladjust- 
ment, situational and economic; cases of psychoneurosis— 
mild, moderate, and severe; intellectually deficient enlisted 
women; patients with constitutional psychopathic personali- 
ties; and the few psychotic enlisted women. With the excep- 
tion of the psychotics, the severe neurotics, the mentally defi- 
cient women with a mental age so low as to preclude any 
possibility of efficient contribution to the army, and the 
women whose personality defects are so severe as to affect 
their own contribution to the service and the morale of the 
other enlisted women—all of whom are recommended for 
various types of discharge—the patients seen at the consulta- 
tion service are treated on an ambulatory basis in an attempt 
to avoid the dependent condition that is apt to develop when 
psychiatric cases are hospitalized. 

The advantages of this method of handling cases are 
(1) that the woman is retained on a duty status and misses 
little time from her basic training, and (2) that she is not 
placed in the station hospital with women whose condition 
is so severe that discharge is necessary, thus avoiding the 
contagion of such severe emotional conditions. 

Another purpose of the consultation service is to make 
recommendations to the classification and assignment section 
in an effort to change some of the environmental factors 

*Eprror’s Nore: This article was submitted and accepted before the end 


of the war. 
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that retard adjustment to the service, and to guide patients 
discharged from the army toward rehabilitation and acclima- 
tization to civilian life. Still another function is the giving 
of talks on adjustment to the army, following the outlines of 
Medical Corps Technical Bulletins, to all personnel. This is 
a great prophylactic factor. 

The position of the consultation service is a fortunate one 
in that it is directly under the commanding officer of the 
post, and thus is able, in a way, to aid and guide problems 
of morale in an advisory capacity. The staff is usually made 
up of a psychiatrist, a psychologist, an American Red Cross 
psychiatric social worker, a psychiatric social worker on the 
enlisted level, and the necessary clerical personnel. 

Cases may be referred to the consultation service from 
any source. Preferably, the enlisted woman realizes the 
need for help herself and requests consultation, either directly 
or through her commanding officer. Next best and used quite 
frequently at this station is the direct reference of the patient 
by the company officer. Other channels through which cases 
are referred are headquarters, the provost marshal, the judge 
advocate, the chaplain, the Red Cross, the dispensary, and 
the station hospital. 

When an enlisted woman is referred by the company com- 
mander, a request for study is submitted by the company 
officer, outlining briefly the reasons why it is felt that such 
help is needed. Cases referred from the dispensary and the 
station hospital are on a medical level. 

Each patient referred is thoroughly studied. Her personal, 
medical, and military history are taken. Observations are 
made concerning her appearance, attitude and manner, emo- 
tion, interpersonal relationships, perception, and _ intellec- 
tion. If the patient has not had a recent complete physical 
examination, she is referred either to the dispensary or to 
the hospital for a complete physical check-up, in order to 
rule out any organic defect. 

Upon the completion of the study, treatment is instituted on 
various levels. The taking of the history is therapeutic in 
itself. If the nature of the case permits it, advice is given 
to the company commander as to the attitude necessary to 
aid the woman. The consultation service itself treats the 
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more serious cases. Some are handled by a psychiatric social 
worker, either enlisted or Red Cross; others, by the psychol- 
ogist; and still others, by the psychiatrist. 

The treatment consists, in brief, of explaining the mechan- 
ics of the onset of the emotional condition, the effects of 
anxiety, fear, worry, resentment, and depression upon the 
adjustment. Reassurance and encouragement are given. 
Such medical treatment as may be necessary is also given 
concurrently. 

Group therapy is used to some extent and its use is to be 
expanded. This method of treatment consists of explaining 
the emotional factors involved in maladjustment to a group 
of from ten to twenty patients and allowing them to discuss 
topics as a group. Thus they ventilate their own resent- 
ments and anxiety, and each individual in the group gains 
increased insight as to the frequency of her complaints. 

One of the great aids in treatment of one particular group 
of cases is classification. The proper codperation of the 
classification and assignment section is necessary for the 
success of any consultation service. Recommendations are 
made to the classification section and also to the plans and 
training section concerning proper assignment of certain 
enlisted women who may have been given a type of work 
that is above or below their intellectual capacity or for which 
they may not be emotionally suited. 

The American Red Cross aids in giving the patient actual 
therapy and also reassurance concerning home conditions, 
which frequently cause great concern. The use of the chap- 
lains’ services in indicated cases is also helpful. 3 

During the first ten months in which the consultation 
service functioned at Fort Des Moines, both patients and a 
contrast group of well-adjusted enlisted women were exam- 
ined. The latter group were interviewed before being assigned 
for overseas service, or preceding other assignments that 
required unusual emotional stability. The control group was 
slightly larger, numerically, than the patient group. 

The success of the out-patient method of handling cases is 
shown by the fact that while the census of the post, for the 
first ten months during which the consultation service oper- 
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ated, was one and two-thirds that of the previous ten months, 
the number of discharges for psychiatric disability was only 
46 per cent of the figure for the first ten months. 

It should be stressed that during the entire time, the dis- 
ability-discharge rate was low. For the period preceding the 
establishment of the consultation service, it was .019 per 
cent of the population. During the period after the service’s 
establishment, it was scarcely more than one-half of 1 per 
cent, or .0059, to be exact. In other words, the discharge rate 
had been reduced 69 per cent. 

Other factors, of course, were responsible in varying 
degrees for this reduction. Better selection of enlisted 
women—particularly in those service commands in which 
recruiting offices carefully followed the W.A.C. selection pro- 
cedure—was a big factor. The increasing age of the Women’s 
Army Corps, with the corresponding increase in the ‘‘ability’’ 
and ‘‘education’’ of the officers and the noncommissioned 
officers in accordance with the Medical Corps Technical Bulle- 
tins, has been helpful. 

It is interesting to contrast the average patient seen in the 
consultation service, who requires considerable treatment, 
with the well-adjusted enlisted woman. 

A composite picture of the maladjusted Wac, made 
from those seen as patients and either returned to duty or 
discharged, is interesting. She is twenty-six years old, care- 
less and untidy in her personal appearance and grooming, 
even though she is wearing a uniform and despite her train- 
ing in personal grooming. She has been referred to the con- 
sultation service by her company commander because of her 
effect upon the other enlisted women, or because she has been 
losing too much time from training. Frequent visits to sick 
call, loss of interest, evasion of duties, wandering around the 
post, or staying in the barracks are often mentioned in the 
company commander’s letter of reference. 

The enlisted woman’s own reasons for desiring consulta- 
tion usually include a list of multiple physical complaints, 
dislike of the W.A.C., complaints of misrepresentation by the 
recruiting officer, and a lack of understanding of the require- 
ments of basic training. 
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Occasionally, there has been a changed status at home. 
In such cases, the American Red Cross is helpful in getting 
letters from home and in investigating the situation. 

The case is usually referred toward the end of the second 
week of basic training. 

When we take the history of the woman, we find that she 
has completed the tenth grade in school at an advanced age, 
leaving school after several failures because she was tired 
of it or because she was embarrassed at being older than the 
others. After leaving school, she usually stayed around home 
doing nothing, being dependent upon her family financially 
and emotionally. She then is apt to have had several brief 
periods of employment of an unsatisfactory type—clerking 
in five-and-ten-cent stores, being an elevator operator, a 
waitress, a grocery-store clerk, or engaging in some similar 
occupation. 

She was unprepared by her family for menstruation. Her 
reaction to this physiological function was embarrassment. 
She often hid the fact of the onset of menses from her family 
for several months. Usually, these women have started to 
menstruate at a later than average age. She has menstrual 
cramps with greater frequency than the average woman. 
She was often put to bed and babied by her mother during 
this time. In contrast to this, and because of the attitude of 
her mother, she describes poor interpersonal relationships 
with her family. 

She has had several abdominal operations, perhaps even a 
complete hysterectomy, in her early twenties. In addition to 
such a history, the patient may describe several episodes of 
what she terms ‘‘a nervous breakdown.”’ 

The average patient seen here comes from a rural com- 
munity. She describes herself as having been a tomboy in 
childhood and has identified herself with the masculine mem- 
bers of her family. Most frequently, she comes from a 
broken home and had poor relationships with her step-parent. 

Despite this defect in interpersonal relationships, the 
patient has been excessively dependent upon some member 
or members of her family, one or more of whom have been 
in some difficulty, legal or psychiatric. 

She married impulsively at eighteen or nineteen, choosing 
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a man whom she had known for only a brief period of time. 
Her first marriage usually ended in divorce, and again she 
married impulsively. She has had a life of constant conflict 
between herself and her environment, seeking escape through 
illness of a vague nature involving frequent visits to a series 
of physicians; or through frequent changes of residence and 
occupation, trying many ways to obtain some satisfaction 
and happiness. Finally—and again impulsively—she enlisted 
in the W.A.C., as an escape from an intolerable home situa- 
tion. She often left a child at home to be cared for by her 
parents. 

She states that when she was recruited, she was promised 
a good job, early promotion, a furlough if her husband hap- 
pened to be going overseas. She may say she was told that 
her lack of education did not matter, and that she would 
not have to do physical training or drill. Frequently she 
says that she was assured she would not have to do any class 
work—just get in a uniform, come in, and go out to a job. 

When this Utopia has been finally exploded through her 
experience and observations, she comes to the consultation 


service, again seeking an escape from an environment in 
which she has been thoroughly disillusioned and which is too 


rigid for her quotient of adaptability. 

Specifically, 72 per cent of the enlisted women seen in the 
consultation service here are between the ages of twenty 
and thirty, while 69 per cent of the enlisted women on the 
post are between these ages. Eighteen per cent of our 
patients are between thirty-one and forty. Seventeen per 
cent of the women on the post fall into this age group. Ten 
per cent of our patients are between forty-one and fifty, 
and 12% per cent of the enlisted women on the post are 
between the same ages. 

Sixty per cent of the women we see as patients come from 
rural communities, farms, or small towns, while 40 per cent 
of the women we see for stability examinations, from which 
we are drawing our conclusions as to the normal average 
Wace, are from rural communities. 

Fifty per cent of our patients come from broken homes, 
and 38 per cent have repeated their parents’ marital example 
by at least one divorce and remarriage. This is in contrast 
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to 22 per cent from broken homes among the average group, 
and 9 per cent of divorces among our group of normal women. 

Fifty per cent of the women we see have had an occupa- 
tional history of many brief periods of employment in simple, 
routine jobs. 

For example, on one examination for a discharge on ‘‘lack 
of adaptability to the service,’’ the patient had had jobs in 
twenty-four states in the past four years and had finally 
enlisted in the W.A.C. because her husband was going over- 
seas. She attempted in the army the same sort of escape she 
had sought as a civilian by going A.W.O.L. and wandering 
around the country in uniform. 

Many of these women give as a motive for enlistment in 
the W.A.C. the fact that their husbands, brothers, or fathers 
are in the army. An analysis of the motives for enlistment 
of the women we see, as patients, shows selfishness as pre- 
dominant. They hoped to gain something from the army. 
They are much more anxious to gain than to give. A large 
number have enlisted seeking escape from an intolerable 
home situation, hoping that the army would make them well, 
and having been advised by their parents, that—as so many 
believe—‘‘the army would make a woman”’ out of them. 

With greater psychiatric significance, many have enlisted in 
a spirit of sacrifice, hoping that they will be treated harshly— 
desiring to punish themselves for some reason. 

Some will say that their enlistment was influenced by the 
fact that they actually had to give up so much in civilian life. 
Some of the older women had had a life of unhappiness before 
enlistment and had thought that a change from their civilian 
status would help them. 

One enlisted woman we saw had had four children, had 
divorced her husband, educated the children, and then remar- 
ried. She said that her husband was such a good man, and 
spent so much on her and her family; that she was so happy; 
that she felt she did not have the right to be so happy; so she 
enlisted in the W.A.C. 

Many of these women, as I said before, tell tales of the 
glamorous life in the W.A.C. as related to them by the recruit- 
ing officer. Most of the patients are totally unaware of the 
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significance of the training, discipline, regimentation, drill, 
physical exercises, and class work they have to do. 

The question has frequently been asked as to why, in a 
volunteer organization, such as the Women’s Army Corps, 
there are psychiatric problems. It is known that the experi- 
ence among the members of the W.A.C. is no different from 
those in other military organizations in our country, or in 
the women’s organizations of our allies. 

First, in understanding the problems involved, it must be 
realized that the wearing of a uniform does not fundamen-' 
tally change the personality of the enlisted woman. During 
her basic training period, she is primarily the same woman 
she was in civilian life. 

Definite problems arise as a result of recruiting. Occa- 
sionally, overzealous recruiting personnel avoid adequate 
investigation of the applicant and thus some undesirable 
women enter the corps—minors, women of intelligence of a 
level too low for useful service, and women who are moral 
problems. The honesty of the applicant sometimes interferes 
with the proper evaluation of the woman—that is, she may 
conceal her age, her educational background, her medical 
and psychiatric history, and her police record. 

Problems that arise in basic training can be grouped almost 
universally into difficulties in interpersonal relationships. 
Some of these difficulties in basic training can be traced to 
recruiting, when the enlisted woman has not been given an 
honest picture of the type of training required. Others often 
arise through the failure of officers and noncommissioned 
officers to realize that they are leaders, not drivers. 

For some women, particularly those in the older group, 
the pace is too rapid, both physically and intellectually— 
physically, because of their advanced years, their lack of 
physical conditioning; intellectually, because of the period 
of time that has elapsed between the finishing of their formal 
education and the beginning of another educational period. 

Motivation plays an important part in the proper adjust- 
ment of enlisted women. Those women who enlist impul- 
sively, hastily, and hysterically, because of what they believe 
to be sheer patriotism, develop serious problems of adjust- 
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ment. The woman who enlisted for a masochistic reason, 
feeling the need either to punish herself or to sacrifice herself, 
also develops into a problem, particularly after basic training 
has been completed, as often her assignment is not of a nature 
to satisfy this need to sacrifice or punish herself. 

Problems may arise during the period of specialist train- 
ing, sometimes because the pace is too rapid from the intel- 
lectual point of view, but more often because of dissatisfac- 
tion with the type of training. It is interesting to note that 
many of the severe problems of consultation service arise 
from the cooks’ course. Although this is a typical feminine 
/oceupation, it does not satisfy the women’s psychological 
need. It is also interesting to note that the fewest patients 
referred to the consultation service come from the motor- 
vehicle operators’ course, which is a masculine type of occu- 
pation and probably goes furthest in fulfilling the needs of 
those women who enlist in the army through a strong motiva- 
tion of mascyline identification. 

In a study of reasons for enlistment, among patients of 
the consultation service, this motivation is the leading 
element. 

Problems of assignment arise from lack of understanding 
both on the enlisted women’s part and, occasionally, on the 
part of the classification teams. Sometimes, this is a failure 
to understand the physical, intellectual, emotional, and occu- 
pational backgrounds necessary for a certain type of work. 

Behavior difficulties, including A.W.O.L.’s, are also of 
interest. 

Those enlisted women who frequently go A.W.O.L. are 
women who should not have been enlisted. Many of these 
women have a history of police records, prostitution, low 
intelligence, vagrancy, nomadism, and frequent changes in 
occupation and residence, or have come from particularly 
unstable family backgrounds. In any study of the A.W.O.L. 
problem among members of the W.A.C., these factors must 
be taken into consideration. 

According to the almost universal statement made by the 
more stable women who find themselves ‘‘forced’’ to go 
A.W.O.L., if they had known that they would receive any 
punishment other than restriction and a fine, they would not 
have gone A.W.O.L. 
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The consultation service also conducts overseas examina- 
tions. The problem of who should and who should not go 
overseas is a serious one. It is not a diagnostic, but a prog- 
nostic problem. The problem is not to tell who will break 
down, but when any one individual will break. An attempt 
is made to judge the adjustment capacity of the enlisted 
women—not purely to screen through any diagnostic 
category. 

As a basis for this selection of enlisted women for over- 
seas service, it is felt that, first, there should be no previous 
history of any medical or psychiatric difficulties ; second, the 
educational level should be very high; third, there should be a 
fine domestic record—that is, good interpersonal relation- 
ships between the enlisted woman and members of her family, 
and in the case of a married woman, with the husband; and 
fourth, she should have a good and stable work record. 

The dependent, obsessional, or seclusive type of enlisted 
woman should not be recommended for overseas duty. Before 
any person is selected for overseas service, or eliminated 
from it, an opinion should be obtained from the cadre of 
her platoon. 

Morale problems give rise to many cases. First in this 
group come those who have problems at home, such as a 
dependent or invalid parent or a dependent child who the 
enlisted woman feels is not being taken care of adequately by 
a grandparent, who first agreed to care for the child and 
later regreted the assumption of maternal duties. 

Letters from home that tell of bad conditions, economic 
situations; the pitying, ‘‘Oh, how we miss you’’ type of 
letter, or the report from ‘‘well-meaning”’ neighbors and 
friends as to how the enlisted woman’s husband or boy 
friend is enjoying the company of another woman—all these 
cause morale problems. 

Next in morale problems come the difficulties in interper- 
sonal relationships in the company—the enlisted woman feel- 
ing that the officers and noncoms are not understanding; 
that they feel superior, or hold her off. Some women feel 
inferior to other trainees while others feel superior. 

When it is necessary, as it occasionally is, for a woman to 
wait some length of time for her assignment, after completion 
of training, morale problems arise. Such a period of waiting, 
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on the part of a person eager to ‘‘go to work,’’ causes great 
strain. During such a time, there are apt to be A.W.O.L.’s, 
behavior difficulties, and some psychiatric casualties. 

To avoid psychiatric difficulties, it is important that all 
officers think of morale as a command function, and that they 
think of the morale of the total command, doing all that is 
possible for each individual, but not at the expense of the 
group. The main fact that every one in the army should bear 
in mind, no matter what his or her assignment is, is that our 
major responsibility is to think in terms of more production. 
Our contribution toward production is the provision of effec- 
tive, efficiently trained personnel. 

The first responsibility here lies with the recruiting office. 
A proper selection of recruits, and a proper attitude on the 
part of recruiters, can avoid many difficulties during training, 
and later, when Wacs are on duty in the field. 

An adequate, complete, and honest history must be obtained 
from the recruit, and she should be told an honest story of 
the service. This involves the integrity of the applicant, and 
an adequate checking of her record. It also involves the 
integrity of the recruiter. Promises, or half promises, that 
a recruit would be sent to a certain station, and other 
promises that could not be fulfilled, occasionally have been 
made by recruiters. Any false notion with which the recruit 
comes in, from no matter what source, when it fails to 
materialize, helps to destroy the faith of the enlisted woman 
in the army and its representatives, the company officers. 

Officer relationships can do a great deal to prevent prob- 
lems of adjustment and to maintain good morale. Officers 
can do a great deal toward orienting the trainee. Excellent 
leadership is necessary. All individuals fight for a leader. 
The greater the identification of the enlisted woman with 
her officers and noncommissioned officers, the greater is the 
adjustment and the fewer the number of visits on sick call, 
the fewer the A.W.O.L.’s, and the greater the satisfaction 
in an army career. 

Officers and noncoms should attempt to ascertain why a 
trainee ‘‘goldbricks.’’ An explanation of medical care in 
the army is given to all trainees, but perhaps it should be 
more emphasized. Abuse of medical facilities should be 


MENTAL-HYGIENE IN A W.A.C. TRAINING CENTER 379 


avoided. It is important that all company and medical offi- 
cers give the soldier who attempts to ‘‘goldbrick,’’ or to 
escape from the situation through illness, an opportunity to 
save face, to justify her complaints, and to rebuild her ego. 

Where morale is good, sick call is low. An interview by \ 
officers with each trainee at least once a month, avoiding the 
routine and impersonal manner, does much to maintain 
morale. 

Education of officers and noncommissioned officers in prob- 
lems of adjustment, their management and care, must be a 
continuous process. Noncommissioned officers can help im- 
measurably by their understanding of enlisted women and 
by preparing adequate reports of maladjustment, when such 
cases occur. 

Proper use of the enlisted woman’s talents and adjust- 
ments is an important factor. This emphasizes, again, the 
importance of proper classification. The classification officer 
needs to consider the enlisted woman’s intelligence, her educa- 
tional and occupational background, her physical qualifica- 
tions for the assignment, and whether or not she is emotion- 
ally suited for it. 

The underlying cause for psychiatric disorders is lack of 
recognition of our aims in the war. Therefore, it is 
important to increase the motivation of all military personnel 
and to give the Wac an opportunity to fulfill her own motiva- 
tion for enlistment. 

There is a close correlation between mental health and 
information and education, not only in the matter of educat- 
ing those in the army as to why they should be in the army, 
but in regard to other factors, such as discharge policies, 
the handling of domestic problems, concepts of democracy, 
and job assignment. 

Enlisted women should be well oriented in the proper chan- 
nels for receiving assistance with personal problems, so that 
they will not attempt to solve their problems by resorting 
to ‘‘absence without leave.’’ Proper use of the emergency 
furlough and of the three-day pass also aids in avoiding 
absences without leave. Adequate punishment for infrac- 
tions of regulations is essential to maintain morale and avoid 
behavior difficulties. 
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Good interpersonal relations with all personnel with whom 
they have contact is the basis of success for all officers in 
the army. It is essential that army officers maintain an 
interest in people as human problems. 

It is the aim of all consultation services, and should be the 
aim of all officers, to be genuinely interested in these prob- 
lems. All officers should regard themselves as treatment 
instruments for the entire camp. If officers have decent 
humility, honesty, integrity, and a purpose and a goal to give 
their jobs, they will have no difficulty in communicating their 
attitudes in a world of uncertainty. This is one of the rea- 
sons why line officers, business consultants, or any person 
who deals with human problems—people who are not apt 
to place barriers between themselves and human problems— 

‘are usually good psychiatrists and good officers. 
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a years ago, Surgeon General Thomas Parran, of the 
Public Health Service, gave us a good definition of a 
public-health problem. He said, ‘‘Whenever a disease is so 
widespread in the population, so serious in its effects, so 
costly in its treatment that the individual unaided cannot 
deal with it himself, it becomes a public-health problem.’’ 

It should be obvious that mental disease belongs in that 
category. Indeed, the mentally ill were the first victims of 
chronic disease whose care was recognized to be a public 
responsibility. Only in recent years, however, have the pro- 
fessions and the public begun to consider this enormous 
problem as potentially capable of solution through the appli- 
cation of public-health methods. For too long the concept 
of public care of the mentally ill has been to place in an 
institution those persons whose abnormal behavior can no 
longer be ignored or neglected. The futility of that concept’ 
is attested by the annual increases in such cases and by the 
high rate of Selective Service rejections due to psycho- 
neuroses and border-line personality disorders. Of the 
750,000 men rejected for mental disease, about one-fifth were 
rejected for major and serious psychoses. The remaining 
80 per cent represent the large undiscovered volume of men- 
tal disorder in our country, for there is no reason to believe 
that the incidence of mental illness is higher in males between 
the ages of eighteen and thirty-five than it is in the rest of 
the population. The problem with which we have to deal 
is like an iceberg; only a small part of it is visible; the dan- 
gerous bulk lies below the water line. It is this ‘‘unseen’’ 
part that must be brought to the surface and dealt with by 
public-health methods. 


* Presented at the Thirty-sixth Annual Meeting of The National Committee 
for Mental Hygiene, New York City, November 2, 1945. 
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The public-health concept of to-day is to reduce death and 
disability and promote health through discovery of the causes 
of illness, through case-finding, and through treatment, both 
preventive and curative. In 1941, before this country was 
at war, Mr. Watson B. Miller, Deputy Administrator of the 
Federal Security Agency, proposed a new concept of pre- 
ventive psychiatry : 

‘*In so many diseases of great public importance, our only means. of 
prevention is early diagnosis and prompt treatment. This is true of 
tuberculosis and venereal disease . . . it is true if we wish to control 
eancer. There are no shots in the arm to prevent those ailments; 
and there is no shot in the arm for mental disease. Nevertheless, 
through continued research, through education of the professions and 
the public, and through well-planned programs, we are moving toward 
the final conquest of tuberculosis and venereal diseases . . . the tech- 
niques of diagnosis and treatment of mental disease are not so specific, 

80 precise as in other conditions that prey upon the national strength. 
But the principle is the same. A program for civilian mental health 


should be founded upon the same concept—early diagnosis and prompt 
treatment. ’’ 


This, in its simplest terms, is the modern concept of mental 
public health. Even to visualize the application of this con- 
cept, we must take a long-range view. No one knows more 
intimately than the physician what deficiencies in knowledge, 
in personnel, facilities, and funds stand between humanity 
and attainment of the objective. Yet we must start toward 
the goal some time. And it had better be now, lest the rising 
tide of mental illness, swollen by this greatest of wars, engulf 
our civilization. 

It is with this sobering thought in mind that we present 
here a blue print for mental public health. It calls for the 
erection of a structure with several wings, all of which are 
functionally interrelated. Therefore, the foundations for all 
the elements must be laid and construction begun at the same 
time. It will not be possible to complete each part at the 
same time; but each part must be at some state of completion 
at all times. The efforts toward the specific objectives must 
be parallel. 

There is nothing new in the blue print; no proposal is 
made here that has not been thought of, hoped for, even 
tested on a small seale by psychiatry in recent years. The 
need now is to bring these various bodies of knowledge and 
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practice into an integrated system, and to implement its 
functioning for the promotion of mental health. 

The several parts of the plan are: 

1. Training of personnel. 

2. Psychiatric services for case-finding, and for diag- 
nosis and treatment of persons who do not require insti- 
tutional care. 

3. Improved services in mental hospitals. 

4. Education of the public. 

5. An augmented and codrdinated program of research. 

Traiming of Personnel.—At the close of 1941, state hos- 
pitals for mental disease in the United States had a deficit 
of 42 per cent in the number of employees, of all categories, 
recommended as necessary for adequate care and treatment. 
The shortages in professional personnel were far greater 
than the over-all deficit. The number of physicians employed 
was 74 per cent less than the recommended quota; the number 
of psychologists, 92 per cent; of graduate nurses, 80 per 
cent; of dietitians, 87 per cent; and of social workers, 71 
per cent. 

More recent estimates are not available; but when we take 
into account the known present difficulties of institutions 
throughout the country, these pre-war lacks will probably 
seem minor by comparison. 

It has been estimated that there are in the United States 
approximately 3,500 experienced psychiatrists, about 1,000 of 
whom are with the army and navy. Thus, we have between 
2,000 and 2,500 for civilian services. The heavy concentra- 
tion of these specialists in the large metropolitan centers, 
however, means that very large areas of the country are 
virtually without psychiatric service. The directory of the 
American Psychiatric Association shows that the number of 
psychiatrists in the states varies from 585 in New York to 
none in Nevada. 

Postgraduate education of psychiatrists is an important 
part of the total problem of post-war medical education. To 
recruit and train sufficient numbers of first-class men and 
women will require an expansion of the existing facilities for 
psychiatric training. A number of medical schools do not 
possess teaching hospitals and clinics in psychiatry—essen- 
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tial facilities for training competent specialists. The estab- 
lishment of such facilities in connection with all medical 
schools would also provide centers for the clinical training 
of other categories of personnel—psychiatric nurses, psy- 
chologists, social workers, and attendants. 

With more adequate facilities, we should turn our thoughts 
to improvement of the undergraduate teaching of psychiatry. 
It should be possible to recruit from undergraduate medical 
students a larger number of psychiatrists than have been 
recruited heretofore. This will not be possible, however, so 
long as the student’s introduction to the field consists of a 
few lectures and a few ‘‘ward walks’’ in a mental hospital. 
It takes a mature and tough personality to be attracted to 
a specialty that is shown to operate under the overwhelming 
handicaps in our large, overcrowded, understaffed public 
institutions. The presence in medical schools of modern, 
well-operated clinical facilities, and the development of 
courses in the curriculum that integrate psychiatric prin- 
ciples into all phases of medicine, would give to the student 
a realization of the need for knowledge of the subject, and 
the proper understanding of the field. This would attract 
more individuals to the specialty, thereby decreasing the 
deficiency of trained men. 

A far-reaching benefit of such facilities and courses would 
be that all students, both at the graduate and at the under- 
graduate level, would gain a better knowledge of psychiatry 
for application in their daily practice. Better insight into 
the emotional problems of their patients would not only assist 
the physicians, but would serve as a major case-finding 
medium for the discovery of psychiatric cases requiring 
special care. 

If we think of psychotherapy as ‘‘everything that con- 
tributes to the care of the patient,’’ we must immediately 
include in the training program all the personnel of clinics 
and hospitals who have contact with the patients. Programs 
for the education of hospital administrators, attendants, and 
subprofessional personnel are also greatly needed. Constant 
in-service training of a high order is especially needed in 
mental hospitals, otherwise reasonably good standards of 
care will not be maintained. 

Much ean be done to expand and improve psychiatric train- 
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ing generally by establishing demonstration centers in which 
high standards of care and treatment are maintained. Mobile 
units, staffed by personnel carefully selected for their teach- 
ing ability and equipped with modern training aids, could 
also assist hospitals and clinics by bringing into the institu- 
tion new ideas and demonstrations of methods in care and 
treatment. 

Psychiatric Services in a Community.—If we are ever to 
reduce the volume of mental diseases and raise the level of 
mental health in this country, we must go out and find the 
people who need help—and that means finding them in their 
local communities. In the places where such services have 
been maintained long enough for observation, it has been 
found that a psychiatric clinic connected with the health 
department can function effectively and make a great con- 
tribution to the welfare of the community. 

The psychiatric clinic, offering consultation, diagnosis, and 
treatment, sees two types of individual—the non-psychotic 
and pre-psychotie patients with personality problems of vary- 
ing severity, and the convalescent psychotic patients who 
need guidance and help in making a successful adjustment 
to home, occupation, and community environment. If the 
cause of public mental health is to be furthered, these patients 
must be sought out, brought into contact with the clinic, 
and helped as promptly as possible. There are certain fields 
in community life where the cases may be looked for profit- 
ably and where the best opportunities for preventive psy- 
chiatry exist. These include the schools, the courts, the 
welfare department, other divisions of the health agency, 
veterans services, and so on. 

The vital importance of community services in mental 
health is becoming more and more recognized. As physi- 
cians, we know that the environment plays a significant réle 
in the recovery of any patient—how much more so in the 
recovery of the mentally ill. The Interim Report of the 
Senate Subcommittee of Wartime Health Education makes 
these recommendations with respect to the mental-health 
needs of veterans: 

‘At present, psychiatric clinics are altogether inadequate to meet 


the needs of the returning men, and considerable expansion of such 
clinical services should be undertaken, primarily as a preventive meas- 
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ure, to guard against the aggravation of disorders which are now rela- 
tively minor. The acute shortages of trained psychiatric personnel 
makes it imperative that such expansion be accomplished within the 
framework of general community medical services rather than as a 
separate program for care of veterans ... from a longer range 
point of view, the establishment of child-guidance clinics in all com- 
munities is urgently needed to prevent early social maladjustments. 
Such a step would pay tremendous dividends in decreased crime, 
delinquency, and costs of institutionalizing the mentally ill.’’ 


The established pattern of federal-state codperation in gen- 
eral health programs, as well as in the campaigns against 
venereal disease and tuberculosis, could be applied in an 
attack upon mental disease. Through the media of federal 
grants-in-aid, technical and consultative services, and the 
operation of demonstration centers, it would be possible to 
initiate mental public-health programs in states or communi- 
ties—programs that would utilize all available resources for 
training, clinic services, and improvement of mental-hospital 
facilities. 

Improved Services in Mental Hospitals —For the past nine 
years, the Public Health Service has been carrying on a pro- 
gram of survey and advisory services in public mental hos- 
pitals. This brings us face to face with the present status 
of public care of the mentally ill. The picture is not encour- 
aging. For many years we have heard the same reasons 
for inadequate care—lack of funds, overcrowding, lack of 
personnel, lack of beds, lack of other facilities. 

It is submitted that many of the lacks are not so much 
quantitative as qualitative. With the facilities we now have, 
with the personnel we now have, with the money now 
expended, we could in many cases maintain a higher stand- 
ard of patient care than is maintained in the average mental 
institution to-day. 

As a start in the right direction, demonstration units might 
be set up in selected institutions for the purpose of estab- 
lishing procedures and standards of care. The demonstra- 
tion is like the pilot plant which American industry adopted 
with such notable success during the war. The pilot plant 
is the practical application of knowledge discovered in the 
laboratory, preceding mass production. In the pilot plant, 
kinks in the process are knocked out; more ‘‘know-how’’ 
is obtained. So it would be in demonstration units such as 
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are visualized for improvement in the quality of service 
rendered in public mental hospitals. 

Another important fact should be borne in mind. Few 
public mental hospitals to-day offer financial and professional 
satisfactions commensurate with the heroic task. Additional 
postgraduate training, exchange of personnel, and encourage- 
ment of research in the hospitals would go far to raise the 
level of professional practice. 

Through the same pattern of federal-state codperation, 
grants-in-aid could be made for improvement of the physical 
plant and equipment of individual institutions. Construc- 
tion of new facilities is not meant in this connection. The 
estimated need for new beds in mental hospitals has varied 
from 130,000 to 191,000 for the country as a whole. Should 
proposals for a nation-wide hospital-construction program 
become a tangible program, construction of mental hospitals 
would greatly facilitate the operation of other phases of 
the program for mental public health. Expert consultation 
in hospital planning, as well as in modern methods of hos- 
pital administration, training of personnel, and therapy, 
should be made available for all mental institutions. 

Mental-Health Education of the Public—The task of 
mental-health education must be accepted as an important 
part of the total program. In the past, psychiatry has not 
done an effective job in making known to the general public 
its accomplishments, objectives, and philosophy. Somewhere 
along the line, the hopeful story of modern psychiatry and 
its recent advances has got entangled with age-old supersti- 
tions and fears. The stigma of ‘‘insanity”’ still stands 
between the psychiatrist and those who most need his help. 
If we ever hope to get acceptance of psychiatric services in 
the community, if we ever hope to get the ‘‘unseen’’ volume 
of mental disease under treatment, we must create under- 
standing on the part of the public. 

Psychotherapy in itself is a reéducation of the individual. 
Perhaps the fundamental knowledge in psychiatry and even 
some of the therapeutic technics could well be applied to 
mental-health education of the public. Research is needed 
in this field as in many others. Immediate objectives in 
mental-health education, however, should be to assist states 
and communities in the study and evaluation of their mental- 
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health problems, and to help the schools incorporate con- 
cepts of mental health in their environment, curriculum, and 
teaching methods. Education of the families of mental 
patients is another field long neglected. Certain groups of 
the population offer special opportunities for guidance in 
human relations—notably, college students, members of 
labor unions, and religious organizations. Educational pro- 
grams for these groups would prepare the way for the 
acceptance and the greater utilization of psychiatric services. 

Scientific Research.—F¥or several years before the war, the 
Surgeon General of the Public Health Service annually rec- 
ommended the establishment of a national research institute 
for nervous and mental diseases. The new Public Health 
Service Act (Public Law 410), enacted in 1944, authorizes 
the service to make grants-in-aid to responsible institutions 
and individuals for research in both physical and mental 
diseases and impairments. The provisions are along the 
same lines as those authorized in the National Cancer Insti- 
tute Act of 1937. 

The surgeon general’s recommendations for expanded 
research in mental and nervous diseases have always included 
a hospital for clinical research as a part of the proposed 
mental-disease institute. Research fellowships at the insti- 
tute, or at other psychiatric centers, have been recommended. 

The federal program of medical research under the Office 
of Scientific Research and Development has proved invalu- 
able to the war effort, through the codrdinated and intensified 
effort of scientists all over the country. Augmented research 
in mental and nervous diseases is absolutely essential, if 
we are to deal with the growing problem. We have only 
begun to see ‘‘as in a glass darkly’’ some of the causes of 
mental illness. This great unexplored field is the greatest 
challenge still before us. As we penetrate it, we shall con- 
tinue to find new and better ways to prevent and to cure 
mental disorders. 


CONCLUSION 


An attempt has been made, in discussing a blue print for 
mental public health, to bring out the interrelationships of 
each part of the plan. Without training personnel, we can- 
not hope to expand preventive psychiatry; without commu- 
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nity psychiatric services, many early cases of mental 
disorder cannot be brought under treatment; without 
improved services in mental hospitals, we cannot effectively 
treat the psychotic nor can we train personnel of various 
categories for maintaining adequate standards of care; with- 
out augmented research, we shall too slowly acquire new 
knowledge that would make the other parts of the plan more 
effective and economical in operation. 

Psychiatry has been put to the test in the present war. 
In the armed services we have put to the proof much that 
had been learned, but never tried in the crucible of large- 
scale application. Many of the men in the army and the 
navy have learned that psychiatry can assist them, and that 
the psychiatrist is not merely a ‘‘nut doctor.’’ Many have 
learned to accept mental illness as they would another ail- 
ment, and the psychiatrist, as they would other specialists. 
If this hopeful attitude is to be kept and exploited for the 
benefit of the country as a whole, states and localities must 
begin to work now toward attaining the objectives in mental 
public health that have just been outlined. 














REHABILITATION AND MENTAL 
HANDICAPS * 


MARY E. SWITZER 
Assistant to the Federal Security Administrator, Washington, D. C. 


HEN the present program of vocational rehabilitation 
administered by the Federal Security Agency was being 
planned, there were several areas in which enlarged respon- 
sibility had to be recognized by the public agencies 
responsible, if a real job of rehabilitating our handicapped 
citizens was to be accomplished. We felt a great advance 
was made when mental illness was recognized on the same 
basis as physical illness by the Barden-LaFollette Act. 

This legislation made vocational rehabilitation available 
under the federai-state program to all disabled persons who 
can profit from this service and broadened the scope of 
services to include any service necessary to render the dis- 
abled capable of engaging in remunerative employment or 
of becoming more advantageously employed. Specific pro- 
vision was made for the blind, for war-disabled civilians— 
including merchant seamen—and for civil employees of the 
United States Government injured in the performance of 
their duty. 

Federal fiscal provisions were considerably liberalized 
under the new law by the removal of the fixed ceiling on 
federal funds for program operations. All necessary state 
administrative costs, including vocational guidance and coun- 
seling, are now assumed by the federal government. The 
costs of medical treatment, vocational training, and similar 
services for the usual group of handicapped persons are 
shared by state and federal governments on a 50-50 basis, 
while the cost of services to war-disabled civilians involves 
full federal reimbursement. 

It would have been difficult enough for tht rehabilitation 
agencies to plan in the field of psychiatric rehabilitation if 
there had been in existence, when the new legislation was 


* Presented at the Thirty-sixth Annual Meeting of The National Committee 
for Mental Hygiene, New York City, November 2, 1945. 
390 






















REHABILITATION AND MENTAL HANDICAPS 391 


passed, trained personnel, a national network of mental- 
hygiene clinics, and an efficient system of psychiatric serv- 
ices for children, so that all a rehabilitation agency would 
have had to do would have been to select cases and buy 
services. But we had to launch this program in a much 
more coldly realistic atmosphere. 

The rehabilitation of the psychiatrically handicapped per- 
son is to-day about where work for the blind was a few 
decades ago. We need to advance from the basket-making 
stage to the industrial assembly line. Our state hospitals 
are full of thousands of people who, if we had the wisdom, 
skill, and patience, might be productive workers for them- 
selves and for the country. 

To make a dent in this problem is our greatest challenge 
in the field of rehabilitation. Any one connected with a large 
institution for the mentally ill is frustrated and bafiled by 
the waste of human material cared for under almost medieval 
conditions. The prospect in the years immediately ahead of 
having in these institutions young men and women committed 
during their years of service to their country is an added 
nightmare. At present, as a result of what we have been 
forced to learn from our war experiences, we are doing fairly 
well with acute battle-fatigue cases and with cases that have 
been aggravated by war service. Shock treatment and other 
methods of psychotherapy produce spectacular results. These 
cases, however, are those that go back to their homes and 
communities usually without special retraining and do not 
represent the bulk of the mentally handicapped who require 
radical retraining and orientation. The experiments car- 
ried on in this area, however, can have far-reaching effects 
on a national program of the future. For example, think 
what could be accomplished by the application of the know]l- 
edge gained in the War Shipping Administration rest homes 
for seamen if it were applied to industrial casualties of a 
similar nature. 

Although lack of personnel and knowledge has been an 
inhibiting factor in the rehabilitation of psychiatric cases in 
these early years, yet if we search, we find the pioneers at 
work. Always it seems—in our America—while we criticize 
and denounce, pioneers are at work. Faith, hope, and 
charity of the highest order live and flourish in unexpected 
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places. Money made in our fast-moving economy is put to 
work to pick up some of civilization’s casualties. A start 
is being made—and against great odds. 

In Texas, for instance, fifty cases have already undergone 
vocational-rehabilitation treatment and have been discharged 
from the state schools for mental defectives and the state 
hospitals. It is of interest to note that the silk-worm industry 
in Texas, described in a recent issue of Life, has recruited 
all of its labor from cases rehabilitated by the Texas voca- 
tional-rehabilitation agency and released from state institu- 
tions. An additional example in Texas is the largest turkey 
farm in the country—the Bar-Nothing Ranch, which has a 
number of boys working on it who have been paroled from 
state institutions and have been rehabilitated through the 
Texas agency. 

Close codperative relations have been established with the 
Hogg Foundation for the development of a psychiatric pro- 
gram for rehabilitation in Texas. 

In Michigan sixteen cases were paroled from the Coldwater 
School for Mental Defectives. These cases were placed in 
homes in the community last October and November and 
employment was found for them in industrial plants. Fifteen 
had been given special training in a machine shop in the 
school and one had worked in the school bakery. The aver- 
age institutional stay had been about ten years, so they had 
to be orientated in the community and taught such basic 
things as how to ride street cars, mail letters, open bank 
accounts, pay for board and room, and so on, a special 
training job that has been successful only because of the 
social worker’s personal interest and his willingness to act 
as ‘‘father’’ to these seventeen- and eighteen-year-old ‘‘chil- 
dren.’’ No case has had to be returned to the institution 
because of failure to adjust, although much attention has 
been necessary in adjusting foster-home and working con- 
ditions. We are convinced that work with such people is 
profitable in as much as it saves them from probable life- 
long institutionalization. Each case needs two to three times 
as much time as other rehabilitation clients. 

The actual parole responsibility rests with the social 
worker of the institution, without whom the project would 
have been much more difficult to carry on, although in insti- 
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tutions without social workers the need for such rehabilitation 
service and community placement is even greater. 

In Vermont, about twenty cases of psychoneurosis have 
been referred from various sources to the Vermont agency 
and are now under treatment, prior to receiving other voca- 
tional-rehabilitation services. One counselor has_ been 
assigned to the Vermont state hospital for mental diseases. 
He is proceeding with the selection of better risks for voca- 
tional rehabilitation. 

In Virginia there is a close tie-up with the anti-convulsive 
clinic at Charlottesville for the rehabilitation of epilepties, 
and cases are now being referred. There is a special train- 
ing program for members of the staff in which prominent 
psychiatrists are indoctrinating counselors with psychiatric 
techniques for dealing with patients with mental handicaps. 

In New York a contract is now being completed with the 
Baird Foundation for Epilepsy under which all epileptics 
are to be referred for complete study and treatment prior 
to placement in industry. Codperative relationships are now 
being worked out with the department of mental hygiene for 
referring, training, and placing parolees from state mental 
hospitals. 

Other states—California, Connecticut, North Carolina, and 
the District of Columbia—have made significant advances 
in dealing with the problem. 

Of necessity, under the present law, selected cases must 
be chosen. So far it is felt that the higher group of mental 
defectives, epileptics, carefully chosen mild schizophrenics 
and reactive depressions, and of course psychoneuroses, offer 
the best field for experimentation. 

As in all new programs, it is likely that the demands for 
service and therapy created by the possibilities of the 
rehabilitation program may profoundly influence the course 
of community mental-health programs. The possibilities of 
rehabilitation may also stimulate certain types of clinical 
research, to find effective treatthent for hitherto hopeless 
cases. We cannot, thro the rehabilitation program, 
empty our state hospitalé or homes for defective delinquents 
or feebleminded. And I must remind you, too, that we 
cannot realize our dream for a national mental-hygiene pro- 
gram through the rehabilitation program alone. During 
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these pioneer years we will deliberately not choose such bad 
risks as deteriorated organic cases—for example, late 
syphilis and vascular degenerative disease and deteriorated 
schizophrenics. 

It is important to emphasize that certain medical and psy- 
chiatric services are now available under the expanded voca- 
tional-rehabilitation program, which cannot, however, be 
offered to all groups of persons with mental illness who are 
in need of psychiatric services. The Barden-LaFollette Act 
charges the Office of Vocational Rehabilitation with the 
responsibility for providing these services to persons with 
employment handicaps. Thus, physical-restoration services 
can be given only to persons with employment handicaps 
that are ‘‘static’’ and remediable. It was not intended that 
our program be one of general medical care or general psy- 
chiatric care. In so far as services other than physical- 
restoration services are concerned, vocational rehabilitation 
can provide the wherewithal to fill the gap between the results 
achieved by existing hospitals, clinics, and private practi- 
tioners and the return of the patient to self-support. 

In some ways it has been fortunate that we have initiated 
this program during the war years when personnel was 
scarce, but the labor market eager and willing to absorb any 
type of worker. People with just a physical handicap who 
could get a job with little training have been placed promptly 
and without the usual time-consuming case-work ordinarily 
a part of the rehabilitation process. This gave more oppor- 
tunity to give attention to the mentally handicapped group. 
The number of this group that have been placed in employ- 
ment during these years, though small compared to the total 
who need service, will be a valuable force for understanding 
on the part of employers that such citizens as these can 
really do a job. We do not expect these cases to have more 
than an even break as the labor market becomes more fluid, 
but we do hope that the experience of the war years will 
insure at least that. 

May I make a plea, too, for all of us to take a more con- 
structive view of the state’s responsibility for its institu- 
tionalized cases? With the staggering load of service men 
and women who may be our responsibility in the years ahead, 
more funds and talent are needed for research and treatment. 
More personalized care will point the way to rehabilitation 
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instead of to the depressing spectacle of dead-level cus- 
todial care. 

A second, and equally important, aspect of the psychiatric 
phase of the rehabilitation program is the application of 
psychiatry itself and the ancillary sciences to the treatment 
of every case. Every one who suffers a serious accident 
and loses an eye or a limb suffers, too, from profound emo- 
tional shock. Some adjust to this more easily than others. 
But efficiency and understanding in handling a case will cer- 
tainly increase the chances for a good rehabilitation job. 
In attempting to achieve that nice balance between effective 
understanding and oversolicitude bordering on pity, the psy- 
chiatrist has a great réle to play. The many skills of this 
unique specialty can be brought into play until every worker 
in this field has that ‘‘certain something’’ that sets him 
or her apart. Counselors, interviewers, psychological testers, 
physicians, nurses, social workers—all must achieve a com- 
mon denominator of poised and relaxed understanding based 
on a minimum body of common knowledge of human emotions 
and behavior pertinent in this field. To accomplish this alone 
is a mammoth task, calling for the teaching and training of 
all types of person. But, once begun, the effects of the 
application of what this audience might call the ‘‘psychiatric 
approach’’ could be phenomenal in our communities. For 
this program, its workers and clients, touches every country 
resource — schools, welfare departments, courts, health 
departments, churches, hospitals, clinics. It involves par- 
ents, teachers, clinics, doctors, recreation workers, and 
bureaucrats. Its influence can permeate many areas where 
contact is indirect. Scores of handicapped citizens and their 
families will feel the effect of this well-directed effort. So 
the application of true mental-hygiene principles to the pro- 
gram as a whole is imperative, and perhaps it is here that 
our greatest contribution to national mental health can be 
made. Effective psychiatric and related examinations are 
needed; a consciousness on the part of physicians associated 
with the program of the need for being more than an ortho- 
pedie specialist or a good ophthalmologist; the truly demo- 
cratic pooling of all known techniques—no ‘‘isolationism.’’ 

That touch of insight and universal understanding which 
should be the first attribute of a true psychiatrist is also 
the mark of the high creative talent of the true poet. It is 
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in Siegfried Sassoon, the poet, that we find the subtle expres- 
sion of understanding of the state of mind of one recently 
injured. See how well he touches, in sardonic fashion, on 
the pitfalls of indifference, pity, and lack of understanding: 











DOES IT MATTER? 


Does it matter—losing your leg? 
For people will always be kind, 
And you need not show that you mind 

When the others come in after hunting 
To gobble their muffins and eggs. 











Does it matter—losing your sight? 
There’s such splendid work for the blind 
And people will always be kind 

As you sit on the terrace remembering 
And turning your face to the light. 










Do they matter—those dreams from the pit? 
You can drink and forget and be glad 

And people won’t say that you’re mad 
For they ’ll know that you’ve fought for your country 
And no one will worry a bit.1 












Finally—and perhaps most important—is the handicapped 
person’s therapeutic value to us. The spiritual and physical 
victory necessary to complete rehabilitation necessitates true 
power and strength. The courage and wisdom gained from 
this process will be more profoundly effective than any tools 
used to assist the process. We must see the handicapped 
group out of focus in our society for a while, so that we can 
stimulate the medium for their proper recovery. But to 
achieve the stability we desire for them will of necessity 
produce in our midst a strong force for security and peace. 
God help us if the opposite were the case! In this war-time 
generation we have had supreme examples of victory over 
individual disaster. This individual victory is an inter- 
national therapeutic weapon and a force for peace and 
security in the world. So in some ways I am glad that the 
rehabilitation program may have the major role in charting 
the way in a national program of mental health in reality— 
hoping that the dreamers and idealists will hurry up and 
help us. 



















1 From Counter-Attack, published by E. P. Dutton and Company, Inc. 
right, 1940, by Siegfried Sassoon. 
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CREATIVE OCCUPATION AS A BASIS 
FOR REHABILITATION: A PER- 
SONAL EXPERIENCE 


MAGDA POLIVANOV 
New York City 


N@ long ago, I had the privilege of visiting a military 
hospital near New York. Arrested by a pair of young 
blue eyes, I paused beside one of the cots. Its occupant 
was smiling at the pretty nurse who bent over him. Both 
his legs were gone. 

‘‘T’m going home to Ma, as soon as my new legs are fitted,”’ 
he explained cheerfully. 

‘‘And where is home?’’ I asked. 

‘‘Texas. Pop’s a farmer. Back country. We got a 
twenty-mile drive to the nearest railroad depot, lady.’’ 

I could see it was giving him pleasure to describe what 
he was looking forward to. 

After I left, I could not shake off the memory of this boy 
or of his blue eyes, hollowed by unnatural strain, and yet, 
just now, lit up with anticipation. 

His home-coming! I thought of the first few weeks of 
happiness—the relaxation in familiar surroundings; the 
blessed peace after months of strangeness, danger, shock, 
pain; the warmth, the affection, the praise of friends and 
neighbors. He would be enclosed in love and admiration; 
and Nature herself would smile kindly, touching the trees 
and fields he knew so well with a soft and healing magic. 
But when life resumed its routine and people’s thoughts 
necessarily turned elsewhere, would come—what? 

I realized that tens of thousands, like him, are beginning 
to come home. In this boy’s blue eyes I saw the soul of 
other young men, similarly handicapped, the problem of their 
future unsolved, a question mark they dare not face. 

Much, very much, is being done to help and encourage these 
victims of war, the maimed, the deafened, the blinded. True. 
But hospitalization, no matter how expert, pensions, artificial 
limbs, Seeing Eye dogs—all these material aids, generously 
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dispensed as they are, are powerless to solve the dilemma 
in which these boys are caught. Theirs is an inner problem, 
a psychological adjustment. These men must be assisted 
and freed inwardly, as well as outwardly. 

I was, once, in almost the same condition as that lad from 
Texas—my body broken by Bolshevist bayonets, my life 
despaired of. How did I survive the shock of the Russian 
Revolution? I ask myself this question. It was not alto- 
gether easy. There were times when friends and doctors 
gave up hoping for me, but I myself never did. Since I 
have managed to survive, a more or less whole person, my 
experiences may be worth recording here, if only because 
they provide a clue to those factors which can build a real 
recovery. 

My father was a soldier whose way of living had an essen- 
tial simplicity in spite of many luxuries. He was always 
content to share any hardships or vicissitudes with his men. 
His thought was always for their well-being; and, in spite 
of having been born to a life of ease, his whole philosophy 
was one of service and useful work. As his child—and ador- 
ing him—I was, of course, profoundly influenced by his ideas. 
It was his principle to put his children on their own respon- 
sibility. We were taught to take care of our horses and 
everything we possessed. We were given the wherewithal 
to fulfill our ambitions only if we made full use of our oppor- 
tunities. We had to know how to do everything for ourselves. 
Although there were plenty of servants, we did not become 
dependent upon them. 

The other major influence on my childhood was the example 
of my grandmother. My grandmother’s life centered around 
the children, the servants, and the village—these three were, 
always, in her just and forgiving heart. She was gay and 
witty, as she was wise. No one feared to confess to her 
his worst offense. I have never met a person freer from 
prejudice and condemnation. She was in perfect health at 
the age of ninety. But one day she said good-by; she asked 
to be buried in her favorite spot, in the park, with a com- 
fortable bench as her monument; and she said if any one 
of us should be in trouble, he or she should come and sit 
there and meditate—and her spirit would try to help us. 
Then, very quietly, she went off to sleep. 
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On the day of her funeral, the world was covered with 
snow. We children were dressed in white, the servants and 
peasants in their gaily colored feast-day costumes. The pro- 
cession was in no sense sad; the priest said a few prayers; 
the peasants sang their favorite songs; there was more a 
feeling of rejoicing than the pompous gloom associated with 
many a funeral. Her gay spirit and loving heart survived 
and continued to rule the countryside. This noble woman 
gave us all a life to emulate and a course to follow. 

Later on, when all else had been swept away and even 
my life despaired of, there still remained these precious 
concepts which shone as cherished stars. There was the 
memory of my last meeting with my father, the vision of 
his tall figure and his sad face and of the words of wisdom 
that he uttered. 

While my father was under arrest in our house, waiting 
to go before the Revolutionary Tribunal, my sister and I 
were taken to our laundry woman’s house, at the other 
end of St. Petersburg. When I went to see him, my old 
nurse took me by the back stairs to his bedroom. In the 
right-hand corner of the room stood an iconostas with icons 
for each child. The little lamps were lit in front of it, their 
flames mingling with the glow of the winter sunset. 

My father stood there, in full uniform, waiting for me. 
Our meeting was stoical. With his hand on my shoulder, 
he said: 

‘‘We have not much time. I have given the order that 
every surviving member of the family shall try to reach 
our place in the Caucasus. It is too late to go by way of 
Sweden. I have notified our English friends; they will send 
a ship to the Caucasus to help you escape.”’ 

Then, suddenly, he stopped talking; he took a turn about 
the room. 

‘¢You know that your two brothers have just been killed,’’ 
he resumed. ‘‘I don’t know what has happened to your 
mother; the last I heard of her she was at our Novgorod 
estate.’’? For the first time, I saw a lost expression on his 
face and he said: ‘‘Take care of your sister.’’ 

Then he walked to the iconostas and took down two small 
silver icons. One was St. Mary Magdalen, my patron saint. 

‘‘T had planned to leave you more than this,’’ he said, 
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‘*but as you see, everything is gone——’’ He made a gesture. 
‘‘Kven the emperor—Russia is drenched in blood. But 
remember,’’ he added, looking deeply into my eyes, ‘‘some- 
thing nobody can ever take away from you—this principle: 
Never look backward, always go forward—and never hate!’’ 

He then blessed me with my icon, saying the Lord’s 
Prayer. 

‘‘This is your real inheritance,’’ he added. ‘‘No revolu- 
tion—no one can take it away from you. And now when 
you leave this room, don’t look backward. Don’t look back 
at this window. I shall be there, watching you. But, remem- 
ber, don’t turn around—you must always look forward.’’ 

At this moment, the door opened and a Red soldier 
motioned me to go. My father did not kiss me good-by. We 
shook hands; and, for the first time, a new and greater force, 
a sense of responsibility, surged up in me. There were no 
tears. I knew that in order to help my father, I must not 
cry. Once outdoors, there was a great temptation for me 
to look back. But I remembered my father’s words, and 
I obeyed. I gazed straight ahead, as I struggled down the 
street. I touched the granite wall of our house and, in my 
imagination, felt it crumble. I proceeded forward—and 
almost stumbled on the frozen corpses in the snow. I touched 
the walls of the Winter Palace, and they too crumbled. I 
moved in a dream, but all the time I knew that my father 
was watching me and that I must always go forward. 

Before long, other trials came. It was to be my turn to 
suffer violence. My back was pierced by seven bayonets, 
my legs both cut to the bone, and I was left in a prison to 
die. Lying in this condition, I heard my brave peasant nurse 
arguing with the Bolshevik guard, trying to persuade them 
to let me go, because I had no chance to survive and she 
would be able, she said, to give me a Christian burial. 

Lying there in agony of pain—really I did not care what 
kind of funeral I was going to have, Christian, Mohammedan, 
or Jewish—all I wanted was to divert myself from suffering. 
I made an effort to look around, and noticed that the frost 
had made a design on the glass of the window opposite me 
through which a beam of sunshine shone, gaily sparkling 
with millions of lights and colors. With great effort I forced 
myself to study the intricate geometrical pattern. It was 
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strange that, at this moment, I could find myself able to 
forget, even for a minute, the physical suffering and the 
sinister surroundings. It was then I realized that, in spite 
of emotional turmoil and bodily pain, 1 could survive—as 
long as I could keep my attention off myself and bend my 
thoughts on something entirely outside my circumstances. 

It was then that I became aware of the existence of such 
a thing as control of the mind. ‘This proved useful later on. 

After being released from prison to the care of my nurse, 
I was given my first medical help and was joined by my 
sister, both of us receiving care again in our laundry woman’s 
basement. 

While enduring the hardships of the next eighteen months— 
the long trek east through Russia, the endless days and nights 
(often with no shelter or food)—there was not much time 
to feel the throb of unhealed wounds, or to worry and mourn 
about my fate. I was not alone. There was my sister to 
look after—the very thought of this helped me to bear every- 
thing, and kept me going. Although she was two years older 
than I, she was very sensitive to her crude surroundings, 
while I had always been of tougher fiber. I knew that if 
anything should happen to me, she would not be able to 
survive. The responsibility of bringing her to safety kept 
me balanced. We had a goal in view—that of reaching our 
place in the Caucasus, where we were to be rescued by our 
English friends. 

We spent a year and a half wandering from one place to 
another, through Russia and part of Asia, in our effort to 
escape. We had very little money and begged our way most 
of the time. Through the kindness of many people, we were 
aided almost everywhere. When things became desperate, 
we begged and even resorted to stealing, but always con- 
tinued forward, holding the memory of that last farewell 
with my father. Our way was tempered and sweetened, 
more than once, by the touching kindness and generosity 
of all sorts of people. 

I also learned many a worth-while lesson. Once, in mid- 
winter, in Siberia, with no money left, we found ourselves 
unable to proceed any further. My sister and I had con- 
cealed a few jewels about our person. I offered a peasant 
a big diamond ring in exchange for a sack of frozen potatoes. 
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He was not interested, and so I thought perhaps he would 
like something more valuable, and produced a string of pink 
pearls. ‘To my astonishment he was annoyed, and said to 


us: ‘‘What am I going to do with these stones? I cannot 
eat them!’’ This taught me something of what real 
values are! 


From day to day, facing all kinds of hardship, we did 
indeed achieve a sounder sense of reality. This 1 now con- 
sider my true fortune—a currency that 1 may use safely 
throughout the world—and never fear bankruptcy! 

After almost two years of wandering, my sister and I 
arrived at our destination. We found the place in great 
disorder. We learned later, from the people who were living 
and working on our tobacco plantations, that our place was 
periodically occupied by three different armies, Red, White, 
and Green, and by bandits besides. We were completely 
exhausted and happy to be able to rest for a while, anxiously 
awaiting the boat that was to come and fetch us. After a 
few weeks, my sister succumbed to an epidemic of influenza, 
then sweeping the neighborhood. There were no medicines 
and no doctors, and she died within twenty-four hours. 

It was the very day of my sister’s burial that a British 
destroyer arrived to rescue us. After I was taken aboard, 
every thought left me, as if a white curtain had been drawn 
in front of me. I became completely indifferent to my sur- 
roundings, even finding my own name strange to me. 

When I arrived in England, the struggle and danger from 
without were ended. I was placed in the utmost comfort, 
surrounded by the best doctors and nurses. But it was then 
that I found my spirit sinking. I was sick with the sense of 
loss—my family, friends, country gone forever; I was over- 
whelmed by a feeling of strangeness and insecurity, as if 
I had been taken from one planet and placed on another. 
With photographic clearness, all the events of the past stood 
before me, and my mind became semi-clouded to everyday 
life. I read on the faces around me that there was not much 
hope; I knew, myself, that this was true. I struggled with 
all my power to divert my attention from myself—and 
failed. There was something lacking. 

T had two nurses. One of them was very conscientious and 
greatly believed in regimentation. She would follow, with 
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military precision, everything prescribed by the doctor; but 
it seemed unimportant to her to use her judgment on the 
individual in her care, nor was she at any moment aware 
of the inner feelings of her patient. She was a good, honest 
nurse. She treated me as if I were a little child; and I am 
sure if I had been left entirely in her hands, I would now 
be dead. 

My other nurse was Scotch, Miss Campbell. Her approach 
to nursing was quite different. She believed in the free 
expression of the individual, and she never forced or regi- 
mented me into things that I did not like. She used her 
power of observation. It was she who postponed the ampu- 
tation of my leg—she who, finally, argued the great surgeon 
into not doing it. I remember her saying to him, with her 
Scotch accent: ‘‘Why, sir, if Magda has been using her leg, 
and walking for two years, with open, inflamed wounds— 
and is still alive—surely a few weeks more will not make 
much difference. But she can’t grow a new leg.’’ She often 
asked me questions and showed a real interest in me and 
in Russia. 

It was then I told her that Russia was very different from 
the rest of Europe—there were few factories and it was 
more expensive to buy machine-made things than things made 
by hand; production of handmade articles was a normal 
necessity of life; a feeling for the unique character of hand- 
made things as against the uniformity of factory-produced 
goods was in the very air. 

One day Miss Campbell arrived with clay and a set of 
tools and said it would be good for me to occupy myself. 
She added that her grandmother, in Scotland, couldn’t move 
either, but was weaving one of the best tweeds in the country. 
Having been accustomed to using my hands in childhood, 
it occurred to me, as a last resort, that as long as I had 
the capacity to use my hands and eyes, I should do so. In 
the beginning it was a great effort for me to concentrate on 
my work, but I stuck to it. 

In a short time I noticed the difference. While I worked 
with my hands, I found that my mind was at rest—focused 
and also diverted. It was an important and encouraging 
moment when I noticed that the better my work was in 
artistic quality, the greater became the improvement in 
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health. With each week, it became much easier and took 
less effort to concentrate attention on what I was doing. 
Gradually, my faculties became better coordinated and normal 
health began to return both to body and to soul. 

Little by little, | became more ambitious; and while still 
lying in bed, I began to prepare for the future by filling out 
an application for an examination by the Royal Academy. 
In nine months’ time, while still walking with help of a 
crutch, I passed the examination at the Royal Academy and 
settled on a career as an artist designer. I was determined 
to achieve eventual independence. It took thirteen years of 
practice to get well—exercising my wounded legs, and, above 
all, through constant practical work with my hands. 

This, then, was my readjustment to life, the road by which 
I returned to good health. We do not know our potential 
abilities until we give ourselves a real trial. 

After coming to America, I developed a hand-craft busi- 
ness—hand-block printing of fabrics, and the making of 
dresses, costumes, screens, and so forth. My designs and 
models were purchased by a number of the best shops in 
this country. It was only because of war regulations, cutting 
off dyes and other basic materials, that I had to discontinue 
this business temporarily. 

I found, while conducting this enterprise, that handmade 
and decorated articles are appreciated everywhere; that 
customers are interested and plentiful and willing to pay 
good prices for such things. And out of this experience, I 
know it to be a fact that a well-organized shop or exchange, 
dealing in hand-decorated fabrics or china, or in handmade 
furniture, can be made to succeed on a strictly business basis, 
with no extraneous appeal. 

I believe that, with government-sponsored and supported 
hand-craft schools for veterans, ‘‘sales centers’’ for the out- 
put of these schools could be set up in every community of 
a few thousand inhabitants. In country districts, these shops 
or markets could also handle farm produce, vegetables, and 
livestock raised by veterans. After graduation from special 
schools, individuals could work at home all over the country 
and not be handicapped by the remoteness of the place. 

Veterans’ craft magazines could act as a stimulus by the 
interchange of ideas and designs. Ambitions could be encour- 
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aged by frequent exhibitions, to which prize winners should 
be given free transportation. 

The success of such a program would hang on two factors— 
(1) maintaining high standards of instruction in the school; 
and (2) striving for real quality in every branch of 
production. 

In order that sales centers should come into being, all the 
achievements and efforts already in existence should be 
coordinated. 

It seems to me that the problem of providing the ‘‘field 
of work and life’’ for our returning veterans is squarely 
on the shoulders of the people of this land, that it is not 
practicable or feasible to leave it to the federal government 
alone; and it is submitted that this problem is so serious and 
of such magnitude that we should immediately organize to 
solve it and to provide ways and means. 

With the assurance of a market, the real stimulus for indi- 
vidual initiative and production will exist. Friends and 
relatives, especially those who are too young to have been 
swallowed up in the great industrial machines, will take 


notice and show their enthusiasm and desire to take part in 
the new and interesting means of gaining a living inde- 
pendent of the factory boss or office supervisor. 

Art will become an integral part of family life for all the 
people, and America will achieve a genuine culture. All this 
could happen. Let us begin somewhere. 
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ype cams I have been asked by people working in 
industry, both foremen and counselors, if psychiatry 
can be of any help in solving the problems that come up 
every day in dealing with workers. The problems that have 
been brought in for discussion have been various, involving 
many kinds of strange and inexplicable behavior on the 
part of workers. 

Some foremen were especially bothered by their experi- 
ences with women employees who had taken the jobs because 
their men were at war. Some of these women have been good 
workers, but many have been focal points of trouble because 
of jealousy among themselves or other kinds of difficult 
emotional behavior. Some of them had expected to get more 
out of the job than the job could reasonably be expected 
to give. Some laid off work when they were needed most, 
for reasons that the foremen could not understand at all. 
It seemed as if they not only wanted the money they were 
earning, but wanted also to get some sort of satisfaction 
from their work of the sort that religion often gives people. 
Their expectations from the job were bound to be disap- 
pointed, and many of them became irritable and disgruntled. 

New women workers caused unpleasant side effects, too, for 
men, especially some of the older ones, felt so strongly the 
rivalry between themselves and the new women that they 
were unable to unite in any kind of codperative program with 
them. Practically all of the women, according to foremen 
who talked with me, were in an unreasonable state of rivalry 
with one another. They were likely to imagine that favor- 
itism among the supervisors was far more widely spread 
than was actually the case. Favoritism in general became a 
much more serious problem where new women were employed 
than it had been among the men. 
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Recently a woman working in personnel in a large industry 
told me about the loss that American industry had sustained 
after many educated and intelligent women applied for jobs 
because their men had gone to war. It was naturally diffi- 
cult to place these women, because many of them had not 
worked before. Those who had had previous experience had 
had spotty and irregular employment. If no methods were 
available for testing these women and placing them on jobs 
to which they were suited, often they were misplaced, or set 
at routine jobs that were monotonous and did not give them 
any kind of satisfaction. These women quit long ago. If 
they had been placed with more forethought, and with specific 
knowledge of their special individual abilities, they would 
have made excellent workers, and could have become unusual 
assets to their companies. Some few of them who were 
placed with this care are very good workers now. 

Another large group of problems that I have been asked 
about is, ‘‘What about the returning soldier? How is he 
to be fitted in? When these men come back, what are we 
to expect? How can we understand them better, and help 
them to get back on the job?’’ Many foremen have found 
some of the returning soldiers very difficult to handle. They 
have appeared to have chips on their shoulders and to be 
eager to take offense. Some are shaky, or quarrelsome and 
generally hard to get on with. Some get so tired that they 
cannot possibly hold out until the whistle blows. It is these 
last who are particularly unreasonable about minor details of 
their jobs that they never would have quibbled over before. 
They may be supicious, too, that they are not being treated 
fairly. Some are cynical about the war effort. These atti- 
tudes of some of the ex-soldiers are contagious and have a 
generally bad effect on the morale of the rooms in which they 
are working. It is hard for the foremen to understand or 
to predict how they will behave next. 

People are complex and difficult animals to understand, but 
there are certain things about their behavior that psychiatry 
can help to explain. If supervisors, in their dealing with 
workers, understand why human beings behave as they do, 
it is easier to adjust them to our particular organizations. 
It is easier, too, to adjust the organization to the people on 
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whom production depends, so that there will be fewer walk- 
outs, less absenteeism, and the general trend in production 
will be up instead of down. 

To understand behavior, it is necessary to understand why 
people are moved into action at all. Why do they not just 
sit and rest? Or why not lie forever under a tree, like the 
Southern mountaineers in the cartoons? People with certain 
kinds of mental illness do remain absolutely at rest. These 
people may lie in bed, if they are allowed to do so, hardly 
twitching a muscle, for a week, or a year, or until death. If 
they are cared for properly, fed and kept warm and clean and 
generally nursed along, some of them will get well again. 
When they begin to show return of normal restlessness, it is 
a good omen. It is normal to have motives, and internal 
urges with the power to move into some kind of action. In 
all animals the most fundamental attribute of life is the 
energy to live, to act and react, and with that energy the 
impulse that shows the direction in which to act. Without 
that direction, the energy would be useless. Among mental 
patients are some with plenty of energy, but no direction. 
These people are as sick as those with no energy at all. Both 
energy and direction are necessary. Direction is largely 
determined by the way we feel. For instance, if we are 
hungry, we go and eat. Then, if we are normal and healthy, 
we feel better. We feel good instead of bad. 

This life force, energy, or drive builds up constantly within 
us like the compressing of a spring. It is ordinarily released 
in action in the flow of our day-to-day routine. Normal 
activity—the things we usually do—relieves this tension. 
When tension is released, there is a pleasant, or a generally 
good, feeling. If, on the other hand, for whatever reason, the 
tension is not released by activity, the spring gets coiled 
tighter and tighter, uneasiness increases, and we become 
aware of a decidedly unpleasant feeling. 

Thus, if you are hungry and you come in and sit down to 
dinner, you experience a pleasant feeling. But suppose you 
are trying to reduce. In this case you sit down to dinner and 
you do not allow yourself to act in a way that will relieve 
your hunger tension. Then you may have a decidedly dif- 
ferent feeling. This is not only because you force yourself 
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to keep under controlled tension, but you have also set up a 
conflict. You want to act in two directly opposite ways at 
once. The urge to satisfy your hunger is a very fundamental 
urge; if you do not allow yourself to satisfy it, you feel frus- 
trated, uncomfortable, and unhappy. Of course you may not 
eat because you want to be more attractive to some member 
of the opposite sex (and this is a very fundamental and 
respectable urge) or you may be dieting in order to stay well 
or alive (which is another fundamental urge). If there is a 
good reason why you are denying your hunger, and if you 
understand why, you will feel far less bad than if you are 
not sure why you are doing it or whether you are really doing 
right. 

This fundamental life energy can be considered as if it were 
divided into two large and not entirely separate parts. One 
of these parts is chiefly used to keep each of us alive and well 
as a person or individual. The other is directed toward 
keeping us alive as a race of human beings. Because these 
drives are so fundamental and arise out of our fundamental 
animal natures, they are entirely primitive and selfish. They 
lie deep within us, so that most people hardly know they 
exist. None the less they start off the impulses that make us 
act. These drives are completely and totally selfish, unsocial, 
uncritical, and uncensored. Most of us would be amazed at 
what strange and heathen impulses exist deep within us. 

Our families, our school-teachers, churches, and the people 
we brush against day by day started showing us from the 
moment of birth that we cannot live with complete disregard 
of others. Rules are set up for us while we are still babies. 
Standards are fixed by which we are supposed to live. As 
we grow up, these rules and ideals fit themselves into a 
way of life, and the guardian of this way of life is conscience. 
When these wholly selfish impulses arise within us, they come 
up face to face with a stern censor, our conscience. In the 
middle between these two forces, over both of which we have 
little control (the impulses on the one hand, and the con- 
science on the other), stands the poor little individual, the 
person himself. That is the person we are likely to think 
we really are, the person we call by our name, Joe, or what- 
ever it happens to be. And poor Joe, acting like a grievance 
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committee, spends his entire life adjusting the claims of the 
two forces constantly squeezing him. Joe does this by exert- 
ing what he calls his will. He may capitalize it, and call it 
his Free Will. Ail his life through, he is in danger of being 
tipped off balance by his drives bombarding him from one 
side or by his conscience shooting arrows at him from the 
other. 

When Joe was a baby, his mother began telling him very 
early what he could do and what he could not do. For 
instance, he was hardly an hour old when people were already 
setting up rules and regulations about what he could eat and 
when he could eat it. Soon the matter of toilet training came 
up, and again a thousand conditions were set up, rules he 
was expected to follow about when and where he could 
perform his natural functions. The conditions of toilet train- 
ing may seem hard for the child to learn, but all these 
restrictions are mild compared to those that surround the 
child’s first impulses toward love and affection. Society, as 
represented by our families and later by our teachers, have 
so many ideas about how and to whom we can express affec- 
tion that it is really a wonder the race persists at all. Some 
psychiatrists have been so impressed by the problems and 
fears our training gives us about sex that they have attributed 
all mental illnesses to abnormalities in this field. 

When an impulse arises within him that Joe’s conscience 
tells him he is ashamed of, and that he does not want to admit 
he ever thought of, he says to his conscience that he is not 
that kind of person (who would have an idea like that). 
He and his conscience get together with Joe’s Free Will and 
they push the thought and the impulse back into the lower 
section of his mind, where it originally came from. Thus the 
impulse is repressed, but now Joe has to keep it repressed. 
He tries to clamp a lid on it. Depending on how much 
strength of will he has—in comparison with how much 
strength the impulse has—he will meet with a greater or 
lesser degree of success. It takes energy for Joe to keep 
that impulse repressed. 

He has learned that if he gratifies his impulse (or eats when 
he’s hungry), he feels good. But he has also learned that he 
has to eat under certain circumstances; for instance, he may 
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have candy after dinner, but if he takes a piece between 
meals, his mother scolds him and slaps his hand. So he 
becomes afraid of gratifying some of his impulses. Then 
he becomes afraid of his impulses. Then maybe he just 
becomes afraid or anxious, and doesn’t know why. And thus 
anxiety arises in the conflict between our urges or drives, 
and the conscience or standards that society and our families 
have developed in us. Many people who are fearful are 
afraid of their own impulses and not afraid of burglars, 
or Hitler, or cancer as they may tell you. If we have a great 
many impulses that our consciences cannot allow, it causes 
us much discomfort and anxiety. Otherwise, it takes a great 
deal of energy to keep them all repressed. There may not 
be much energy left over for work. 

There are a number of ways in which people try to resolve 
these many conflicts that bedevil them. One of the common 
ways is called sublimation. Energy arising within us attached 
to an unacceptable impulse is pushed down again and trans- 
ferred to a better idea. Thus, Joe may have fallen in love 
with his brother’s girl while his brother is at war. His 
conscience makes him feel very bad. He can’t admit to him- 
self that he’s that sort of fellow. He pushes this idea and 
the energy that is with it down again. 

This inaction makes him feel uncomfortable. He knows 
that if he keeps busy, he won’t feel so bothered because he 
won’t think about it. He also knows, because his foreman 
and his conscience told him so, that the work he is doing in 
his factory is badly needed in the war effort. So he works 
harder and harder at his job, trying to lose himself in it. 
He begins to feel good again for two reasons—first, because 
he is no longer troubled by thinking of the girl as he was 
before, and second, because he is behaving according to the 
dictates of his conscience. He has sublimated energy attached 
to one type of impulse, a bad kind, into another, or good, type 
of activity. In this way he has not only kept himself out of 
trouble, but has also neatly avoided the anxiety aroused by 
the guilt he feels over his disloyalty to his brother. 

Things are going very well indeed for Joe, but he must not 
try to push this sublimation too far or it may break down 
under him. Sublimation is a wonderful way to settle a 
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conflict if you keep it within bounds, but you cannot expect it 
to do everything for you. The best thing for Joe to do 
would be to get himself a girl of his own, sooner or later, 
so that he can be relieved of his conflict in a more direct way. 
If he is sublimating hard, and working hard, his output may 
go up for awhile, or as long as he is able to maintain the 
sublimation. He will be uncomfortable, however, and per- 
haps irritable or quarrelsome. His work will not be as steady 
as it will be when he has got himself settled in a comfortable 
love affair. 

The important point here is that for some people, especially 
those who have problems at home, the job means much more 
than it does to a person whose personal life is serene and 
happy. People vary from one another in the strength of 
their impulses. For one person it is easy to effect a lasting 
sublimation; for the next person it may be difficult or impos- 
sible. These people whose job is so much more important 
to them than it 1s to the others, because they are using the 
job to solve personal problems, can be wonderful workers, 
but they can also be a source of trouble, because they are 
fundamentally ‘‘temperamental.’’ If the slightest thing 
goes wrong on the job, they are much more violently upset 
than the ordinary worker, because they have so much more 
at stake. 

This is one reason why foremen have had so much trouble 
with women workers. The women whose men are at war 
have been overwhelmed by intolerable feelings. Some have 
tried to ‘‘lose themselves’’ in work, or otherwise solve the 
problems that they were facing through the job. This plan is 
all right, but it has its limitations. It puts a great strain 
on the job situation and the personal relations involved. No 
job can carry such an emotional load indefinitely, and so 
some of these women were disappointed in what the job 
would do for them. Others in the course of time formed 
new emotional attachments on the outside again, and these 
no longer needed the job as a means of adjustment. Most 
of those who did not were problems to their supervisors; 
most lost their jobs or quit. 

All babies become emotionally attached to the person who 
is taking care of them, or the mother-person. The baby’s 
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satisfactions are few. In the beginning they are chiefly 
related to food and hunger, wetness and dryness, cold and 
warmth. The child learns that security from the discomforts 
set up by life lies in the mother-person. If the mother gives 
her attention to some one else, the child feels passionately 
neglected and insecure. Thus he develops hatred and jeal- 
ousy of the person or thing that takes away the mother’s 
attention. Often this rival for the mother is a brother or a 
sister, or the child may feel jealous of the other parent. 
Thus is born in people one of their strongest characteristics— 
rivalry. 

It is this mechanism that creates aggressiveness and com- 
petition. It appears in almost everything we undertake to 
do, as, for instance, business, love, attainment of social posi- 
tion. Even the most apparently minor things, such as who 
may be served with a slightly larger piece of pie than his 
neighbor, are matters of rivalry. 

And in association with this fundamental aggressiveness, 
there is always some tendency to tear down your adversary, 
or to destroy him so that you may definitely and permanently 
triumph over him. If you are very sure you’re better 
than he is (because you have torn him down yourself), you 
will have a greater feeling of confidence than before. You 
need to dominate because you think you will feel more secure 
then. But most of us find our consciences very interfering. 
Just when we are about to enjoy the fruits of destroying a 
rival, conscience stops us, and there we are, upset again by 
conflict. 

Also very early in life, children learn that rewards come to 
the person who conforms to the rules, and that punishments 
await those who will not. The rewards have their value rather 
because of the pleasant mood associated with them than 
because of any intrinsic value they may possess. Thus, a 
child who is given a red star with a smile, or a black mark 
with a scolding, soon reacts to the red star happily or to 
the black mark unhappily. Thus symbols are created. The 
child may value the red star on his Sunday-school book ahead 
of an ice-cream cone, or he may fear a black mark on his 
report card more than his father’s whipping. 

Symbols play a far greater part in our lives than we may 
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be immediately aware of. A diamond ring on the hand of a 
girl means many things, depending on its size, its setting, 
and the finger she wears it on. The symbols represent the 
thing, but not the thing alone. They also represent the 
particular emotion that each individual has attached to the 
things symbolized. Thus the American flag stirs up alto- 
gether different feelings in the heart of an American and in 
the heart of a German. Or a cross brings out quite a dif- 
ferent emotion in a Christian from that which it arouses in 
a Jew. 

The importance of this lies in part in the fact that people 
may react differently to the same object or situation, accord- 
ing to the way in which they have been brought up. The 
sight of a golf ball may fill one man with energy and delight. 
The same golf ball may make the next man feel frustrated 
and cause him to notice dismally the pain in his back. Thus 
one individual may insist on working in the office rather 
than on a machine, no matter how much pleasanter and more 
profitable the machine work may be. He has been brought up 
to think that office work is more desirable than machine 
work. The idea of office work has symbolic value for him, 
quite outside of the true meaning of office work. Thus if it 
is necessary to transfer a person from one sort of job to 
another, it should be borne in mind that more may be at 
stake in making the move than may be apparent in the 
matter of salary or hours. 

Recently foremen have told me fearfully of the impending 
cut-back. Many people in the coming reconversion will 
be moved out of jobs that may have important emotional 
or symbolic value for them into jobs that mean less to them, 
even if pay is not at all involved. Often a person can accept 
this change in type of job if the situation is talked over with 
him carefully by a counselor or personnel man. Remember 
that a man may feel very bad indeed over a change of some 
sort that seems quite unimportant to you. If you want to 
keep him from quitting, you must at least try to understand 
what you are doing to his feelings. That in itself will help 
him accept the new situation. 

Thus it follows that if you are doing something that 
you like to do, something that satisfies your ideals for 
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yourself, that has good symbolic value for you, is admired 
by your conscience, and suits your energy, you will do it a 
great deal better than a job that does not satisfy these 
requirements. Your energy will rise to do the job, your 
conscience will clear the way and expedite matters. Your 
path will be clear and you will be free to go ahead. 

But you cannot like a job that you are not really able to 
do. If it is too heavy for you and you are not strong enough, 
or if it is too fast for you and you are not quick enough, 
you will not like the work because you will always be afraid 
that you are a failure. You will be afraid of being fired, 
or at least you will be afraid of knowing that you just aren’t 
good. If the job you’re on requires more brain work than 
you can do, a quicker mind for figures, or a better and quicker 
understanding of instructions, you will work all the time 
under a handicap that will make you develop a nagging sense 
of inferiority. The people over you will be after you all the 
time trying to get you to do better than you can do. 

In this situation you are likely to get irritable and quarrel- 
some, because you don’t know, probably, what’s wrong. You 
may think your boss is picking on you. Probably he will be 
picking on you, too, for his job depends on getting a certain 
amount of work done, just as yours does. Then the rivalry 
that each of us feels will enter in, and seem more biting, and a 
thoroughly bad situation will develop that is no good for the 
worker, the foremen, or the company. 

It is just as true that a person who is too good for his job 
will be bored with it and not able to keep doing it well for 
very long. This is another reason why the superior women 
who applied for war jobs seemed so difficult for the foreman 
to manage. These capable workers were placed on routine 
jobs which gave them no satisfaction. They got bored. For 
this reason they increased absenteeism and job turnover. If 
they had been placed with more forethought and knowledge of 
their special abilities, they would have been useful to their 
companies. 

Many other difficulties arise if a person who is quicker than 
the rest is allowed to do piece work in competition with a 
slower group. The other workers will dislike him because 
he is always showing them up, and no one likes to be always 
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beaten. If he succeeds in getting the pay rate lowered, the 
other workers will hate him. But the worst side effect will 
be that the other workers will also hate the company, for 
they will feel, justifiably, that it was unfair to put a speed 
demon into competition with them. 

It is possible to select the right people for each job by 
using the interview method in combination with psychological 
tests. These tests cover a wide range of characteristics and 
should be individually selected for each type of job. The 
importance of having the job fit the worker cannot be over- 
estimated. People feel much better if they are happy about 
their work. Often if a snag develops on a certain operation, 
a whole room may be upset and go through a period of low 
morale. Frequently testing will show that one worker has 
been badly misplaced. Replacing him may solve the whole 
difficulty. This is only one of many reasons why a group 
may lose morale, but it is one that should not be overlooked. 

It is important, then, for you to be doing a job that you 
can do, and one that you like to do. It is also important for 
you to be working with people you like, and under circum- 
stances that in general you like, for a company you like and 
respect. For instance, a man working on a machine with a 
fellow he likes for his partner will do a lot better than if he 
is working with some one he dislikes. Each of us has pref- 
erences for one sort of person or another. I may like plump 
women because they remind me of my Aunt Emma who gave 
me cookies when I was four. You may cringe when you 
see a man with a beard because you had a bearded uncle 
who was a grouch. A dozen girls working at benches may 
like to have the radio going full blast and do better when it 
is on. But the thirteenth girl may be made so fidgety by 
music that she can’t work at all in a music-filled room. Music 
makes her feel entirely different from the way it makes 
the other girls feel. If the music causes an unpleasant emo- 
tion in her, it may upset her so much that she can hardly 
work at all. \In that case, if she is a good worker, she should 
be moved. People are individuals. In order to get the most 
out of them they should be individually treated. 

We have heard a great deal about morale since the war 
began. A state of good morale is a very desirable thing, and 
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possible to obtain if you know what the things are that affect 
it. A person is in a state of good morale if he is well, and 
not too much worried about things, doing a job that he is 
suited to under conditions he likes, for a firm that he admires 
and respects. His morale increases if he understands exactly 
what he is doing and is expected to do, and if he knows why 
it is important. The more comfortable and happy he is 
emotionally, the better his morale will be. If he feels that 
the company is an important organization, and if he belongs 
to that organization, he has a feeling of importance, too. This 
is a good feeling, which helps him to work as part of the team. 
All animals, and men as well, live and work in some sort 
of group organization. People derive strength from one 
another. There is a definite increase in morale if the worker 
feels that he is a citizen of a country he loves, working for a 
company he likes and respects, and with fellow workers who 
are his friends. Symbols are useful in keeping the worker in 
mind of these facts. The American flag flying over the build- 
ing, the army-navy ‘‘E’’ posters of all kinds help to keep 
the worker in mind of what he is doing and why. Company 
publications, employee and personnel activities of all kinds 
work together to keep the worker informed, and to keep him 
feeling that he is a necessary cog in an important machine. 
An individual cannot be an effective worker if he is worried, 
or full of bad feelings of one sort or another. If he is 
living with his mother-in-law and she picks on him constantly, 
or if he is expecting a new baby at home and has no one to 
stay with the children while his wife is in the hospital, he 
cannot keep his mind on his work. If this man finds some one 
in the company, preferably some one from the personnel 
division (a counselor) who is interested in him and his wel- 
fare, he can regain his morale through talking over his 
troubles. Usually some way can be found out of his difficul- 
ties, but even if the problem cannot at the moment be solved, 
it is a comfort to the man to know that he has been under- 
stood. An unhappy, disgruntled man, grumbling and griping, 
can disrupt the morale of an entire room. He may be unhappy 
because of something that happened at home. He may be just 
transferring his bad feelings to the company and his fellow 
workers. But in any case, if he can blow off steam to a 
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person who is trained to understand people’s problems, he 
will regain morale. The morale of his fellow workers will 
improve at the same rate. 

The problems of the returning soldier are individual 
problems, too, like those of every employee. These princi- 
ples apply to him, just as they do to the men and women 
who did not go away. Some veterans will return to the jobs 
they left in exactly the same mood they were in when they 
went away, but some will have changed a great deal. Many 
of them will have learned things they did not know before, 
both about people and about work. Some will have had 
training that will put them in a different class of work 
from their old jobs. 

Many veterans will have had experiences that shook up 
their old, more or less settled points of view, and changed 
their attitudes toward people and even toward themselves. 
In living, each of us tends to settle into a groove. A great 
many of our feelings about things come from our being in 
familiar surroundings, among old friends or family, and in a 
familiar job routine. In this groove we feel comfortable. 
We do not have to jockey for status, or face each day the 
necessity of making friends with new people before work 
can proceed. The soldier has been torn out of his groove 
and gone far away, has met a lot of strangers and done a 
lot of things that his conscience never used to approve of. 
He may have killed people and even got fun out of it. He 
may have been so lonely for his wife and so unsettled in his 
feelings that he drifted into sexual experiences that would 
have horrified him before. He may have had to stand agonies 
that it was impossible for him to understand. Some of the 
returning soldiers have broken down under these strains, but 
many have tolerated them without outward signs of strain. 

Foremen and counselors must be aware of the fact that it 
takes some time for men to make adjustments to changed 
conditions even when the change is getting back to everyday 
civilian life. Some of the returning soldiers, both those who 
do and those who do not have neuropsychiatric discharges, 
will be having symptoms when they return. They may be 
shaky and awkward. They may have their sleep disrupted 
by nightmares or recurring awful thoughts of bad experi- 
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ences. They may have stomach trouble or headaches or fits 
of feeling sad and weepy. On top of all these difficulties, 
they may have been called ‘‘goldbrickers.’’ They may even 
suspect that possibly they are goldbricks. 

Whether he has that fear or not, it is hard for a man to 
get used to the idea that he is ‘‘nervous,’’ or ‘‘mentally ill,’’ 
or whatever he has been told. It is very hard for a strong 
man to accept the idea that it is not his fault he has the 
shakes. He cannot believe that it is really as respectable to 
have a nervous trouble as it would be to have tuberculosis, 
and far less crippling. So he has a low opinion of himself. 
His family may not help much either if they are upset them- 
selves and worried about his appetite and his sleep and his 
irritability. Often a man’s family get so worried about him 
just because they love him that they really convince him 
something terrible and permanent is wrong. 

Most of these things are going to clear up with the passage 
of time, and the settling into a new groove in the right circum- 
stances. If foremen and counselors can regard these men as 
convalescents, be patient with them, and try to understand 
them, most of them will adjust themselves quickly. If the 
symptoms do not clear up in two or three months, the man 
should have special psychiatric help. In many cities there 
are psychiatric centers now where these men can get the help 
they need if their troubles persist. Each local Red Cross can 
tell the man or his family where to go for help. 

The sooner these soldiers can be welcomed back into the 
groups they want to join, the easier the readjustment will be. 
There will certainly be problems at home because the families 
did not find it easy having the men away, either. A wife 
might have been so lonely that she had to find companionship 
and a new group to belong to. Or a girl friend could not 
wait and the soldier has to find a new girl. No matter how 
well adjusted the soldier and his family are, there will be 
many problems at home. These may increase his irritability 
and perhaps make him very unreasonable at work, but the 
counselor or the foreman who talks to him should be able to 
help him to solve his outside problems. 

Inside the plant he must be fitted to his new job so that 
he likes it, and can do it well. Great pains must be taken 
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to help him to understand what the plant is doing and why, 
and to make him feel at home and comfortably part of the 
organization. He has been a cog in the wheel of the United 
States Army or Navy. Now he must become a cog in the 
wheel of the company he’s working for. His morale will be 
good or bad depending on the care that is taken to help him 
shake himself down into a satisfactory groove again. 

He should be treated as an individual, but an individual 
hardly exists except as part of a group. The soldier’s 
reéstablishment in civilian life will be complete when he has 
selected his group, settled into it, and become an active mem- 
ber. He should understand himself to be part of a going, 
important concern with a future. He must know that he is 
going to be treated fairly and given a share in that future. 
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oe war as waged on the battle fronts of the world 

has in many instances necessitated a total readjustment 
in the lives of many individuals. The draft call sent out 
by the government sired problems entirely new to and dif- 
ferent from those encountered by a static civilian population. 
This outline is an attempt to show how community effort in 
Denver, Colorado, has assisted the man called for military 
service. Through the Information Service of the Denver 
Council of Social Agencies, in codperation with city and 
state agencies, a program was developed at the armed-forces 
induction station wherein each civilian was given an oppor- 
tunity to discuss with a trained social worker those problems 
which arose either from his acceptance by or his rejection 
from the armed forces. 

The establishment of services to the civilian at the armed- 
forces induction station grew out of a recognized need for a 
counseling program that would help the man called from 
his civilian job either to leave it for service in the armed 
forces or, if rejected, to return to his community with the 
realization that he had an important réle to play in war-time 
America. As increasing numbers of men were called into 
service, it became apparent from the nature of the questions 
asked their draft boards that a focal point was needed 
wherein information could be codérdinated for and dissemin- 
ated to them and to their families. 

In order to understand fully the development of the pro- 
gram at the induction station, it is necessary to look first 
at the organization from which it sprang. In June of 1943, 


*Epiror’s Nore: This article was submitted and accepted before the end 
of the war. 
+The author wishes to acknowledge her indebtedness to Mrs. Olive Smith, 
Director of the Information Service of the Denver Council of Social Agencies, 
under whose supervision this paper was written. 
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in answer to a long-felt need for a central information and 
reference agency, and after a series of conferences with 
Community Chest executives and members of the Family 
and Child Welfare Division of the Council of Social Agencies, 
the information service opened its doors. The broad objec- 
tives of the service were to act as an integrating and codr- 
dinating force in the community, bringing into play those 
agents which would make for the most efficient service 
possible to the client, the social agencies and organizations, 
and the community at large. 

One of the early services of the information service to the 
men rejected for military duty was the program known as the 
Registrant’s Aid Bureau. In July of 1943, after a conference 
with Lieutenant Colonel Philip W. Whiteley, State Medical 
Officer for Selective Service, and the ten local draft boards 
in the city, it was decided that a worker from the information 
service would spend three mornings a week in the offices 
of the local draft boards. In this way the professional social 
worker was given an opportunity to interpret to the clerks of 
the boards the functions of the information service, and they 
in turn could refer selectees and inductees with problems 
to the office for an interview and for any needed assistance. 
A letter was also formulated inviting the men rejected for 
military service to make use of the office, and the National 
Youth Administration agreed to set up the stencil and mimeo- 
graph as many letters as were needed. 

As the war in Europe and the Pacific mounted in intensity, 
and as more men were called into the service of their country, 
civilian tension and civilian problems grew. Every one was 
affected by the confusion, the uncertainty, and the insecur- 
ity, but most deeply affected were those men who were thrown 
into that human whirlpool of 1A’s and who, for the first time, 
faced the impersonal countenance of the military. 

Recognizing that there was a job to be done, a series of 
conferences were held between representatives of the War 
Chest and interested medical social and psychiatric workers 
in the city, for the purpose of determining just how informa- 
tion could best be given to the draftee and to his brother, 
the rejectee. The discussion was not confined to local direc- 
tors alone, but included Dr. Luther Woodward, Field Director 
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of The National Committee for Mental Hygiene and the 
liaison officer of Selective Service, and Lieutenant Colonel 
Philip Whiteley, who requested that such a service be con- 
sidered and who agreed to make arrangements for it at the 
induction station. 

In July of 1943, Mr. E. J. Wittelshofer, President of the 
Denver Council of Social Agencies, recommended that the 
information service sponsor a demonstration program at the 
armed-forces induction station. Ten medical and psychiatric 
social workers volunteered their services at the induction 
station and approximately six hours a day were devoted to 
the task of discussing, with those rejected individuals who 
wished to talk, problems that arose out of their rejection. 
At the end of this time, the medical social workers recom- 
mended that, because of the urgent need ‘‘for counseling 
and guidance of the men who are being rejected for military 
service,’’ the information service should sponsor the pro- 
gram at the induction center. The reasons advanced for 
placing the sponsorship here were as follows: 

‘*1. The information bureau has demonstrated its 
ability to provide a counseling and steering service on 
a short-contact interviewing basis. 

‘*2. The information bureau has already started the 
machinery for the project and sees the necessary and 
various organizational steps more readily than any other 
agency. 

‘*3. The program at the induction center has no place 
in any agency of specific function other than one which 
is a combination interviewing, steering, and registration 
service.’’ 


Thus, in August of 1943, the induction station was staffed 
by the information service with a full-time trained social 
worker, who each day interviewed those men at the induction 
center who had been rejected for military service. A second 
trained worker was on call any time she might be needed, 
and the office secretary was available for dictation and so 
forth. That the activities at the induction station were a 
partial answer to the need for counseling and guidance is 
shown by a survey of the number of interviews. In August of 
1943, the worker talked with 200 men, and in the following 
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months the number of interviews increased until, in April 
of 1944, 879 men were seen. 

The services offered at the induction station were those of 
counseling and referring. Its purpose was twofold: (1) to 
interpret to men rejected for military service the reasons for 
their rejection; and (2) to answer the questions of and consult 
with men accepted for service. 

To the rejectee, in addition to interpretation, information 
was given concerning the medical, social, and welfare 
resources and the benefits available to all personnel rejected 
from the armed forces, and, if indicated, cases were referred 
to that agency or organization which could best meet the 
need in question. 

To the accepted man, information was given relative to 
general procedures and provisions applicable to all personnel 
about to enter the services. Specific questions relative to 
specialized problems or help with legal or technical matters 
were referred to the Legal Aid Society or the Legal Advisory 
Board in the individual’s own community. 

As stated above, a full-time worker was placed on duty 
at the induction center in August of 1943, with the under- 
standing that if more professional help was needed, a second 
worker would assist her. As the volume of work increased 
and more and more men recognized the value of the service, 
it became necessary to provide volunteer help, to attend to 
some of the detail work involved in interviewing the men. 
So it was that through the American Women’s Voluntary 
Services, four workers were obtained. Each morning, one of 
these women preceded the professional social worker to the 
induction center and there started the organization of the 
day’s work. She asked the rejectee if he would like to 
know the reason for his rejection and, if so, had him sign a 
waiver giving the army permission to release medical infor- 
mation to the information service. 

After the information was obtained, the volunteer assisted 
the social worker in calling the men for their interviews. 
The accepted man who had questions asked the volunteer 
for his answer. She was trained for her job by a series of 
procedure classes conducted by the information service, and 
also by a speaker from the Legal Aid Society, who gave infor- 
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mation pertinent to allotments and simple legal problems. 
In this way, she was prepared in methods of approach to 
the men, in accurate answers to their questions, and in rela- 
tionships with military personnel. 

After the initial in-service training program, the volunteers 
met frequently at the office to discuss problems and questions 
that arose while they were on duty at the station. As to 
the professional staff, the trained social worker interpreted 
medical and psychiatric reasons for rejection, referred cases 
when necessary, acquainted men with the resources in their 
own communities, or answered questions that were not within 
the scope of the volunteer’s knowledge. 

At all times the point was stressed that consultation was 
confidential and was held with a professional person. In 
order that the social worker might keep abreast of military 
procedure and army medical and psychiatric terminology, 
conferences were held at intervals with the commanding officer 
at the induction station and with the military psychiatrist. 

Because of limitations of space due to the physical set-up 
of the induction station, interviews held with the social 
worker were only semi-private. She sat at a table, set off 
by sereens. Since no pressure was brought to bear upon a 
man to learn the reason for his rejection, rapport was 
rather easily established because the man who approached 
the social worker did so of his own accord. If it seemed 
wise to refer an individual to a social or a medical agency 
or individual and if he consented to this, a card of introduc- 
tion was given him and a notation made as to why he was 
referred. 

The social worker remained on duty from 12:30, when the 
diagnosis slips were ready, until the men had been released 
by the army from the induction station. 

Through personal conferences and written reports, the 
services at the induction station were brought to the attention 
of individuals, physicians, and social and welfare agencies 
in the city and their codperation was obtained in working 
through plans with the rejectee or the acceptee when there 
seemed to be a need. The induction station served the entire 
states of Colorado and Wyoming and parts of Kansas and 
Nebraska. When a man from outside the state of Colorado 
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needed assistance, the information service was able to write 
to a designated agency in his own state, which would either 
handle the situation or give advice as to where the problem 
should be referred. To establish the relationship with the 
state agencies, the information service wrote to the depart- 
ments of public welfare or state Selective Service head- 
quarters, explained the services the office was trying to 
render at the induction station, and asked for their 
coéperation. 

The service of the office was extended to those rejectees 
who for one reason or another did not wait at the induction 
station to learn the cause of their disqualification. The army 
provided the information service with a daily list of all men 
who had been rejected, and letters were sent to those in 
Denver and adjacent communities inviting them to come to 
the office where that information could be obtained for them. 
The rejectee signed a waiver and the local draft boards 
released the cause for rejection to this office. If the local 
board was in Denver, a telephone call was made to it, giving 
the man’s order number. When the original board was out 
of the city or out of the state, a letter along with the waiver 
was sent asking for information. 

The volunteer placement bureau, also a department of the 
Denver Council of Social Agencies, assisted the information- 
service office in sending out the rejectee form letter and in 
other clerical work involved in keeping records. Records 
were kept on a 5 x 8 card entitled ‘‘Selective Service Regis- 
trant.’’ Information on this card included the date of the 
interview; whether it was an induction-station interview, 
the result of a rejectee letter, or other contact; the number of 
the local board; and the man’s order number, name, address, 
age, marital status, number of children, education, employ- 
ment, and diagnosis. A space was left for any remarks that 
the social worker had to make on the interview. At the end 
of the remarks section, the worker made a notation as to 
whether she had given ‘‘information only’’ or, if the case 
was referred, to whom it was referred. Also a green 5 x 8 
card was used and a record kept of those general questions 
asked of either the volunteer worker or the social worker. 
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In this way an over-all picture of the work done at the 
induction station was obtained. 

Since, as mentioned above, the interview was purely volun- 
tary on the part of both the accepted and the rejected man, 
the professional social worker did not work under the handi- 
cap of having to break down a rejection of herself and her 
services. Here was offered an opportunity to help those 
men who were rejected by the armed forces to improve them- 
selves for peace time and to accept their réle as civilians. 
In rare instances, the man accepted for military service 
found difficulty in adjusting to the fact that he must leave 
the scenes so familiar to him, and here again was an oppor- 
tunity to render vital service. Through her use of the 
interviewing technique, her various social-work skills, her 
friendly approach, and her understanding of human behavior, 
the social worker attempted to help the rejectee face his rejec- 
tion and think through his plans for the future; and, in 
instances where immediate or long-term treatment was 
needed, encouraged him to accept such indicated care. 

That the service was ‘‘wanted’’ by the men themselves 
was indicated both by the number of those who came to the 
desk to be interviewed and by their enthusiastic acceptance 
of the social worker and their willingness to participate 
actively in the plans that were discussed with them. Often 
a man who entered the interviewing booth the picture of 
dejection left, after talking with the social worker, with a 
new determination to face the reality situation and to pick up 
his shattered dreams. The goal was a treatment interview 
and undoubtedly each man who took the opportunity to dis- 
cuss his problem gained either immediate or ‘‘delayed’’ bene- 
fit from it. The contrast between the impersonal approach 
of the army, whose aim is to create the most efficient fighting 
machine possible, and the personal approach of the civilian 
social worker, whose aim is individualization, is a step in 
the direction of rehabilitating a tottering or shattered morale. 

For the more tangible services to those civilians who came 
in contact with the military and who later felt the need of 
consultation, the social worker had at her finger tips first- 
hand knowledge of those community, state, and federal 
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resources which could be of benefit. When a man was referred 
to an agency that seemed suited to his problem, he was given 
an interpretation of the part that agency could play in his 
situation. In some instances follow-up action was taken, 
and the agency to which the man was referred was prepared 
for his coming. 

Little need be said with regard to the services rendered the 
community in connection with the program at the induction 
station. When an individual has been assisted in adjusting 
to a given situation, has been helped to a realization of the 
part he has to play in a certain setting, and has begun to 
participate actively in the life of his community, that com- 
munity has been benefited. The ‘‘whole man’’ has come into 
being. The lay community—the public as a whole—who have 
always thought of social work in connection with the indigent 
and the illiterate whose chief need is for financial assistance, 
are becoming increasingly aware of the fact that social wel- 
fare is basically a service activity—that is, ‘‘helping others to 
help themselves.’’ This growth in public thinking is a great 
step forward in social-work interpretation. Another point 
for consideration is the community’s contributions to its 
citizens and ultimately to itself. Noteworthy among these 
contributions are the forces that have been integrated and 
that have made possible the close codperation of all the 
agencies working together for the benefit of the man who 
has found it necessary to ‘‘adjust’’ to a changing, chaotic 
world. 

The program at the induction station pointed up some of 
the unmet needs in the community, chief among which was 
the lack of adequate psychiatric facilities, both in Denver 
and in the home states of many of the men. This need for a 
psychiatric program should be given consideration in the 
subsequent thinking of the civilian community in the setting 
up of machinery for a population wherein future citizens 
need not fear that a portion of their number will be tagged 
‘*psychoneurotic.’’ 

It is difficult to evaluate in specific terms the contribution 
that the program of the information service has made to 
the army; and here ‘‘army”’ is used to include the personnel 
at the induction station, the draft-board and Selective Service 
officials, and other administrative agencies whose program 
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is concerned with military affairs. Here, again, social work 
demonstrated its function as a service program, and the army 
recognized that, impersonal as it must be, it had an obliga- 
tion to help those citizens who stood before its tribunal to 
earry on. This alertness to the problem of the individual 
found partial solution, as far as the army was concerned, 
in the opportunity to refer the individual in question to a 
professional worker. Thus social work was recognized by 
the military as a profession that works in codperation with 
rather than in opposition to them. 

The army did not recognize or entirely accept the infor- 
mation service in a day or in a month; rather, the process 
was a slow growth wherein the personality and skills of the 
social worker blended and resolved themselves into a pat- 
tern that depicted to the army the value of such a service and 
brought them to an acceptance of it. Illustrative of this 
acceptance was the number of cases referred directly by the 
personnel at the induction station, the draft boards, and 
other armed-service agencies. 

Perhaps the greatest service at the induction station, out- 
side of that to the individual seeking consultation, has been 
to the field of social work itself. Much could be written 
here of the technique of the interview, of attitudes, philos- 
ophy, and treatment goals in a program of this sort. Space 
permits only a brief glance at some of the underlying results 
of what might well be a pattern for a new era of thinking in 
social case-work. 

In the traditional concepts of case-work, the value of the 
short-contact interview has been underestimated, probably 
because it is only in recent years that there has been a 
necessity for anything other than a leisurely series of inter- 
views, in which no pressure was brought to bear for a rapid 
establishment of rapport or for an immediate evaluation of 
the problems involved. In the case-work setting at the induc- 
tion station, the short-contact interview was the social 
worker’s chief tool, and it behooved her to use it to the best 
advantage. 

If the premise is followed that treatment begins when the 
client feels that he is accepted, it is the worker’s duty to 
enlist the man’s participation immediately, to lessen his 
insecurity, and to reduce strain. Quick perception was needed 
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to look beyond the physical externals of a problem to the 
more intangible forms of symptomatic behavior. In the 
majority of cases, treatment at the induction-station inter- 
view centered around allowing the rejected individual to 
‘‘talk out’’ his sense of failure, encourage the discharge of 
resentment and hostility, and open up new fields of approach. 

The worker found it necessary to use that method of 
approach whereby she felt she could offer the most construc- 
tive help in the short space of time allotted to her for the 
interview. The program as conducted proved that successful 
work, with positive, fruitful results, could be accomplished 
on a short-time basis. Here, as in every case-work picture, 
the personality of the worker herself played a large part. 
In this situation it was necessary that she be adept at gaining 
a confidence that would enable the man to state his problem 
easily. Besides awareness of case-work principles and of 
the philosophy involved, physical traits enter into this ability 
to gain confidence. The worker whose voice is well modu- 
lated, who is calm and poised and responsive to the individ- 
ual’s mood, will reap success in her contacts. 

It was impossible to check on the outcome in many of the 
referred cases, and equally impossible to evaluate the effec- 
tiveness of the treatment interview, because therapeutic 
values are not measured in terms of how much or how many. 
Success was determined in a number of different ways. First, 
an obvious change in the man’s attitude during the interview 
was noted, and it was felt that he was able to recognize the 
positive elements and strengths in his own situation. Again, 
a few reports were received from the agency to which the 
individual was referred ; these in most cases were the tangible 
results of operations or treatment that eventuated in the 
man’s acceptance for service by the armed forces. Often 
a man returned to the office and thanked the worker for her 
helpful suggestions or her clear understanding which had 
made it possible for him to isolate frustrating elements. 

The induction-station program has been a valuable exper- 
ience for all those who were active in its inception and in 
its growth and development. It has fulfilled a need, demon- 
strated a codperative effort, and assisted individuals to a 
better understanding of one another. 
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Norway 13 has been an increasing amount of speculation as 
to the social and economic changes that may be expected 
as the population of the nation includes an ever-larger pro- 
portion of elderly people. That the old-age group is becom- 
ing more populous has been repeatedly shown, but for ready 
reference in the present discussion, it may be pointed out 
again that in the forty years ending in 1940, the total popu- 
lation of the United States increased 73 per cent, while that 
portion of the population aged 65 and over increased 192 
per cent—over two-and-a-half times the general rate. This 
increase in the old-age population as compared with the gen- 
eral population is shown in Graph I. The chart shows also, 
in broken lines, the increases in the two groups to be expected 
in the next four decades, according to Thompson and Whelp- 
ton’s ‘‘medium’’ estimate of future population changes. 
This predicts a total population increase that will amount 
to 21 per cent by 1980 over the 1940 figure, while in the same 
period the group aged 65 and over will have increased 105 
per cent—five times as much.? In other words, we are now 
on the threshold of a period in which society will be more 
influenced than ever before by its elderly members. 

Most of the implications of this trend have been discussed 
at length by writers who ponder the disproportionate burden 
older citizens will be placing on the shrinking number of 
younger individuals. The major problems discussed have 
been (1) the support of the aged person as he must retire 
from industry’s ranks; (2) the readjustment industry must 

11900 is the year used as a base in computing increases. The data are from 
U. 8. Census reports and Thompson and Whelpton’s ‘‘medium’’ estimate. 

2See Estimates of Future Population of the United States, 1940-2000. 
Washington: National Resources Planning Board, August, 1943. 
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GrapH I.—Rate of Increase in U. 8. Population Group Aged 65 and Over as 
Compared with Total Population Group, 1900-1980 


make as its resources in the labor pool diminish; and (3) the 
possibility of a decline in standards of living as more and 
more old persons become dependent on fewer and fewer 


younger workers. 

Much less has been written about a problem that is snow- 
balling in size—the care of a rapidly increasing number of 
psychotic old people. The entirely justified concern about 
the number of neurotic and psychotic breakdowns in return- 
ing veterans has distracted attention, even more than would 
otherwise be true, from the magnitude of the problem of 
old-age psychoses, in spite of the fact that the increase in 
eases of aged patients will place a greater burden on the 
public mental hospital of the immediate future than will 
returning veterans or any other single factor. 

There is general realization of the fact that mental-hospital 
admissions of aged patients have steadily increased, but 
references to the subject are generalized, with few detailed 
analyses of the extent or importance of the trend. The pres- 
ent study shows the growing importance of old-age admis- 
sions in the experience of the Warren State Hospital and 
attempts to predict future trends in mental-hospital admis- 
sions as the general population becomes older. Answers to 
the following questions have been sought: 
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1. How great, in terms of absolute increase, has been 
the change in number of old-age admissions? 

2. What relative share have old-age cases had in the 
general rise of mental-hospital first admissions? 

3. Is there any increase in the rate at which mental 
disease strikes in the old-age period, for a standard 
number of people, now as compared with past years? 
If so, is that increase out of proportion with the rate 
in younger age groups? 

4. Were the admissions of aged patients unavoidable 
or could care have been provided elsewhere? Can any 
other care than the public mental hospital be available 
in the future? 

5. What effect will a constantly increasing proportion 
of aged persons in the general population have on mental- 
hospital programs in the next few decades? 


To answer these and related inquiries, all of the first 
admissions to the Warren State Hospital in the five-year 
periods, 1910-1914, 1920-1924, 1930-1934, and 1940-1944 were 
studied. Those admissions are tabulated as follows: 


First admissions 
Total first aged 65 and over 
admissions r = 
Period Number Number Per cent of total 
1910-1914 1,587 184 11.6 
1920-1924 1,735 266 15.3 
1930-1934 2,220 376 16.9 
1940-1944 2,813 702 24.9 





~ 


It will be observed from the above that the 1940-44 total 
first admissions show a 77.2 per cent increase over the 
1910-14 figures, but that if the admissions 65 years of age 
and over are eliminated from consideration in both periods, 
the net increase would decline to 50.4 per cent. 

It will also be noted that the most impressive rise took 
place in the decade ending in 1944. It might be suggested 
that the old-age group constituted such an increased propor- 
tion of total admissions in the past five years for the reason 
that younger admissions were reduced by the military 
absence of a large number of young citizens. But on the 
basis of this hospital’s pre-war admission rates, as seen in 
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the years 1940 and 1941, the total admissions in this five-year 
period would have been increased only by an estimated 200 
to 250 more cases if military service had not removed this 
group. Thus the absolute rise in old-age admissions was so 
great that even with a normal over-all admission rate, undis- 
turbed by military absence of part of the population, the 
old-age group would still have constituted between 22 per 
cent and 23 per cent of the total first admissions. 

It then becomes pertinent to inquire whether the increases 
in hospital first admissions during the periods under study 
corresponded with increase in the general population. To 
answer this question, the changes in the general population 
of Pennsylvania in the census years of 1910, 1920, 1930, and 
1940 have been compared with the changes in hospital first 
admissions in each of the five-year periods under study. 
Since the number of hospital admissions under the age of 
15 is negligible, the comparison is made only with that por- 
tion of the general population that is 15 years of age and 
over. Age 65 has arbitrarily been selected as the dividing 
line above which the individual is defined as ‘‘aged.’’ The 
comparative changes may be seen in the following table:’ 


Per cent of 
increase over 1910 
Cc A. 
1920 1930 1940 
Total Pennsylvania population aged 15 and over... 11.8 27.5 41.9 
Total hospital first admissions 8 39.8 77.2 





Pennsylvania population aged 15 to 64 .2 25.6 37.6 
Hospital first admissions aged 15 to 64 .7 31.4 50.4 


Pennsylvania population aged 65 and over 55.9 107.1 
Hospital first admissions aged 65 and over 44.5 104.0 281.2 


The same data are presented more vividly in Graph II. 

From these figures it is apparent that the rate of increase 
in hospital admissions has exceeded the rate of increase in 
the general population. If military absence had not removed 
a portion of the population under 65, the discrepancy 
between hospital admissions and general-population changes 


1The rates for the general population are based on U. S. Census data for 
the years 1910, 1920, 1930, and 1940; the rates for hospital admissions on the 
periods of 1910—’14, 1920—’24, 1930-’34, and 1940-—’44. 
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GrapH II.—Cumulative Increases, by Decades, Since 1910 in Pennsylvania General 
Population and in Warren State Hospital First Admissions 


in that age group would have been even greater; the increase 
in admissions over this thirty-year period would have 


amounted to an estimated 65 per cent or 70 per cent instead 
of the 50.4 per cent shown above. 

It would be interesting to attempt to determine what share 
of this increase could be attributed to (1) a more enlightened 
public attitude toward earlier use of the mental hospital; 
(2) the trend to shift responsibility for personal problems 
from the family to the state; and (3) an actual increase in 
mental disease. 

Limiting ourselves to the present study, however, we can 
clearly see from the above figures that the marked increase 
in hospital admission of patients 65 years of age or over is 
greatly out of proportion to the increase of all other admis- 
sions. Moreover, the increase in admissions of patients aged 
65 and over far exceeds the increase in the same age group 
of the general population, in contrast with the less noteworthy 
discrepancy between hospital admissions and general-popula- 
tion changes in the younger age groups. One is, therefore, 
led to a computation of the changing rate at which hospital 
admissions have occurred in the old-age categories. 

The Warren State Hospital serves an area of thirteen 
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Pennsylvania counties with a population of approximately 
770,000 persons. Throughout the last decade (which is the 
period showing the most marked changes in hospital admis- 
sions) admissions to the hospital have been limited to resi- 
dents of these thirteen counties. No other public mental 
hospital is located in this area, and it is, therefore, reason- 
able to assume that this hospital’s figures represent the 
rate at which mental-hospital care has been provided for 
residents of the district. The rate of first admissions for 
each age group of the population in the hospital district was 
as follows in 1940: 


First admission 
rate per 100,000 


Age group of general population 
Ps Gkb del hc See Welt abe s CUCERs + 020s 42 
DN dl actin dad wotewa te he 4 OU tne ere me 79 
ES «Mowessekapsak trees ehe ok ye tess 102 
DG «care aceeeaehatr te 6es Ort crete 108 
SS S a Cece ces Cebee eebeceeres bite HS 122 


SE 9: sal U:tve 46 EARS OOS 5 oe HERES 6 ChE ORs 146 
vie 40g Cah ebO Se esye nds bane pe es 231 


Thus it is apparent that for a standard number of persons 
in the general population the probability of mental-hospital 
admission becomes progressively greater as age advances. 
The traditional leadership that schizophrenia has maintained 
in causing the largest absolute number of admissions to all 
public mental hospitals has obscured the fact that, on a rela- 
tive basis, schizophrenia strikes much less frequently than 
does mental disease of old age. Each of the younger age 
groups gives to the mental hospital a much smaller share 
of its members than is true of the old-age categories. Taking 
an identical number of persons in the general population, 
we see, for example, that hospital admissions occur in the 
age group of 60-69 at almost twice the rate found in the 
group, 20-29. As the elderly portion of the general popu- 
lation becomes more numerous, on both an absolute and a 
relative basis, mental-hospital admissions will change even 
more noticeably. Almost certainly within less than a decade 
senile psychoses and psychoses with cerebral arteriosclerosis 
will relegate schizophrenia to second place in the list of new 
admissions. At that time there will be a contrast between 
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the age distribution of hospital admissions and of the gen- 
eral population that will be even more marked than the 
present disparity. 

If the frequency of hospital admission were to remain con- 
stant for each age group, there would still be an increasing 
proportion of aged patients as the general population 
becomes older. However, the rate of hospital admission for 
persons over 65 has not remained constant. In 1930 the 
annual admission rate to this hospital of patients 65 and 
over was 142 per 100,000 of the general population in the 
same age group. In 1940 the rate had risen to 183 per 
100,000, and in 1944 the rate was 218 per 100,000 of the 
estimated population aged 65 and over. In other words, the 
increasing number of old-age admissions has not been due 
simply to the increase of absolute number of old persons in 
the population. There is definitely an increase in the rate 
at which mental disease is striking in the old-age categories— 
or at least an increase in the rate of hospital admissions for 
that group. 

This finding corresponds with those of Dr. Dayton, who 
studied some 90,000 admissions to Massachusetts state hos- 
pitals in a sixteen-year period, ending in 1933." He demon- 
strated that the rate of incidence of mental-hospital 
admissions in the age groups under 50 had either declined 
or remained stationary during that 16-year period, while in 
the groups over 50 the rate had progressively risen. Malz- 
berg’s study? of the question of whether mental disease 
is increasing is concerned with disease classifications rather 
than over-all age groups. However, his most impressive 
finding—that the incidence of psychoses with cerebral 
arteriosclerosis had tripled in New York state hospitals 
in a twenty-year period—may be correlated with the findings 
of the present study. 

Effect on Resident Population of Mental Hospital.—The 
conclusion from the foregoing comments that the mental dis- 
eases of old age have contributed more significantly than 
any other single factor to the over-all picture of current 

1See New Facts on Mental Disorders, by Neil A. Dayton. Springfield, Dl: 
Charles C. Thomas, 1940. 


2See ‘*The Increase of Mental Disease,’’ by Benjamin Malzberg. Psychiatric 
Quarterly, vol. 17, pp. 488-507, July, 1943. 
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hospital admissions is inescapable. There is next the ques- 
tion of the importance of changing admission characteristics 
in relation to the problems of total resident-patient popula- 
tion in the hospital. It may be pointed out that the hospital 
residence of an aged patient will be short and that, therefore, 
the patient does not present as serious a problem, from the 
viewpoint of expense and prolonged supervision and care, 
as does the chronic patient, who presumably represents the 
bulk of the total population of a mental hospital at any 
one time. 

The mere fact, however, that an aged patient has a rela- 
tively short hospital residence cannot be cited as an easy 
way of dismissing the problem of his care. The average 
new patient of any age requires considerably more time- 
consuming attention than the average patient who is already 
institutionalized. There are the compilations of records, the 
series of examinations by the medical staff, and the efforts 
of nursing and attendant personnel in directing the patient 
into the routine of hospital life. 

But beyond this, the aged patient is considerably different 
from the ‘‘average.’’ No other type of patient, with the 
exception of the acutely disturbed (who represent a small 
portion of the hospital population at any one time) requires 
such prolonged and continuous supervision. In the large 
majority of aged patients, confusion, memory impairment, 
and incontinence are present—more or less uncontrollable 
factors that make it impossible for the patient to become 
institutionalized in the sense that he can get along without 
the physical help of nursing personnel. Occupational- 
therapy activities for the senile or sclerotic patient are also 
limited. The waning mental abilities and impairment of 
neuromuscular functions make occupational-therapy pro- 
grams for such patients a definite drain on hospital finances, 
in contrast to the more constructive potentialities of younger 
patients. For all of these reasons it becomes necessary to 
say that a year of care of the aged patient is probably 
equivalent to at least two years of care for any other than 
the recently admitted or the chronic disturbed patient. 

To determine whether the total resident population of the 
modern mental hospital is materially changed by the rise in 
admissions of aged patients, a comparison was made between 
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the age distribution of the resident population at the Warren 
State Hospital on November 30, 1944, and the resident 
population as of November 30, 1924. The results are tabu- 
lated below and presented also in Graph III. 


Per cent of resident population 
A. 
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GrapH III.—Shift in Age Distribution of Resident Population in Warren State 
Hospital, November 30, 1944 as Compared with November 30, 1924 


This comparison shows that where patients in the mid-life 
group of 31 to 55 comprised 57 per cent of the resident 
population in 1924, they now total 47 per cent, and that the 
major portion of this decline has gone into the age group 
over 55 years of age. The balance of the shift has gone 
into the group under 30 years of age. The latter change is 
a healthy one, indicating earlier use of the mental hospital 
and a concomitant increase in chances of early recovery and 
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parole. The increase in the old-age group, on the other 
hand, is entirely detrimental to the present and future pro- 
gram of the mental hospital, since it represents an accumu- 
lating increase of cases that may be appropriately termed 
incurable. 

In considering the graph and table, one should remember 
again that the percentage of hospital residents under the 
age of 37 is lowered by the current war situation. Under 
normal conditions the hospital would have had on the 1944 
date an additional 50 to 100 younger patients. This, how- 
ever, would not have materially changed the impressive pro- 
portion of the old-age group. The 1,072 patients aged 55 
and over represented 42.1 per cent of the 1944 total popula- 
tion of 2,547 patients. With an additional 100 younger 
patients, the old-age group would have declined only to 
40.5 per cent. 

It is of interest to inquire what proportion of the aged 
patients attained old age while residing in the hospital and 
what proportion were old at the time of admission. If we 
take 65, again, as an arbitrary dividing line above which 
patients require the most time-consuming attention, the 
findings are as follows: of the resident population over 65, 
im 1924, 37 per cent were over 65 at the time of admission, 
while 63 per cent attained that age in the hospital; in 1944, 
42 per cent were over 65 on admission, and 57 per cent 
attained that age in the hospital. 

This type of comparison is made for the purpose of show- 
ing that recent admissions have an increasing influence in 
shaping the total picture of aged resident patients. In other 
respects, this use of percentages is apt to be misleading, 
since it might imply that life is not now so efficiently pro- 
longed as it was twenty years ago. Actually, the opposite 
is true. The annual death rate in United States hospitals 
per 1,000 resident patients has declined from 80 in 1926 to 
65 in 1941.1 Therefore, the above comparison should be 
supplemented by the observation that in this hospital, in 
1944, there were 328 who attained the age of 65 while residing 
here, whereas in 1924 there were 151 patients in the same 
category. 


1See Report of United States Bureau of the Census, Patients in Mental 
Institutions—1941. 
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But while the discussion of which proportion of the aged 
group grew old here, and which was old at admission is 
certainly pertinent, it is less important to the hospital 
administrator than the total picture of a resident popula- 
tion that has changed and that will continue to change in 
the direction of becoming older. Aged cases will continue 
to be admitted at an increasing rate and, perhaps just as 
important, chronic patients will be preserved to old age in 
greater numbers and proportions than at any time in the past. 

The still recent use of the sulfa drugs has cut short the 
pneumonias and other complications that set in as a result 
of the excitement, agitation, or exhaustion of patients in 
acutely disturbed mental phases. Many chronic patients 
who would have succumbed to such complications in past 
years are now being preserved. Electroshock, more widely 
famed as a therapy for restoring mental health, is also 
employed as a life-saving device in modifying the symptoms 
of chronic patients during periods of acute disturbance. In 
a decade or so, it may develop that the benefits now apparent 
from this policy—reducing the incontinence, feeding prob- 
lems, and general helplessness of chronic patients—will be 
counterbalanced by the new problem of a growing popula- 
tion of chronic patients who have been given prolonged life 
by this therapy. Other techniques will no doubt be devel- 
oped also, with the same result of prolonging life in chronic 
patients. 

On the basis of what has been said above, it appears 
inevitable that the mental hospital of the next three decades 
will be dealing in ever-increasing proportions with the prob- 
lems of aged patients, and that no other type of case will 
have more extensive influence in shaping the characteristics 
of total new admissions. What has been insufficiently noted 
is the fact that this change is taking place very rapidly. In 
the brief period of three years ending in 1941, first admis- 
sions of patients 65 and over in all state hospitals in the 
United States rose from 14,460 in 1938 to 17,208 in 1941, an 
increase of 19 per cent, while patients under 65 were increas- 
ing only 3.1 per cent in the same period (from 64,948 to 
66,993). 

1See United States Bureau of the Census reports—Patients in Mental Insti- 
tutions—for 1938 and for 1941. 
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To repeat, this absolute rise in number of admissions is 
not as significant as the rise in rate for a standard number 
of persons. In the same brief three years, the rate in the 
total United States had risen from 163 in 1938 to 187 in 
1941, per 100,000 of the general population aged 65 and over. 
While the 1941 figures are the latest available for the country 
as a whole, the admission figures for this particular hospital 
indicate that the rise has continued even more rapidly since 
that year. In the Warren State Hospital district, as pointed 
out earlier, admissions of persons 65 and over occurred at 
the rate of 142 in 1930, 184 in 1940, and 218 in 1944 per 
100,000 of the estimated population in the same age group. 
The fact of the continuing trend upward is shown in the 
yearly admission figures which made up the total of 702 
old-age admissions in the last five years: 


Year Old-age admissions 
nik s 604s > siete ty eeead cues 113 
SEAN he aeacnk tren sink eet eeeess 136 
BOs KIS. CI RE TEC 153 
DOOD MORK 6A Reda ATSd > LORS vi 156 


ee ee ee ee 144 


The rapid rise in rate of admissions for a standard number 
of persons in the general population no doubt implies, as 
Malzberg has suggested, a general increase in the degenera- 
tive diseases of old age. It seems likely, however, that this 
alone would not account for the rapidity of the increase. 
Malzberg has correctly pointed out that urbanization is 
erroneously assigned as one cause of the increase in hospital 
admissions—that the rates have increased in both rural and 
urban areas. But it seems highly probable that while urbani- 
zation and other sociological phenomena of the recent past 
cannot be demonstrated as specific causes of any increase 
in mental disease itself, they have played an important part 
in increasing the proportion of mental patients who are cared 
for in public institutions rather than in private homes. 

The process that has been aptly called family disorganiza- 
tion has imperceptibly approached a climax whose effects 
are becoming more apparent day by day. Divorces have 
increased in the past sixty years from one for every eighteen 
marriages to one for every six marriages. A steadily declin- 
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ing birthrate (interrupted only briefly during war-time 
periods) has made the American family group consistently 
smaller. A psychotic old father is likely to have only one 
or two children, whereas in earlier days a family of five or 
ten might have been able to pass the burden of care back 
and forth for short periods. Urbanization has established 
many separate households for relatives who in other genera- 
tions would have remained close together. Moreover, those 
households are smaller in physical size. Modern houses are 
smaller than those of earlier decades; apartments have 
replaced separate homes; urban dwellings have little or no 
yard space—all realistic factors that make difficult or impos- 
sible the addition of another relative to the menage. 
Educational advances have made the nation more literate 
and articulate in demanding public aid in problems formerly 
handled by families. Medical advances and the humanitari- 
anism of civilization have preserved handicapped individuals 
who would earlier have justified the old platitude that only 
the fittest shall -survive. 

All of these trends have unquestionably worked toward a 
stressing of the individual as distinct from the family. There- 
fore, when trouble occurs, the individual is now less likely 
to find help within his own family group. That group, in 
increasing degree, has been broken up by urbanization, 
divorce, and simple decline in size. An aged person in the 
present era not only has fewer children to turn to in time of 
trouble, but also is less likely to find in them any deep or 
loyal sense of closeness to and responsibility for his welfare. 

But perhaps more than any of the sociological factors men- 
tioned above, the separation of the aged person from his 
children—not only in a physical sense, but also in freedom 
from economic dependence—can currently be traced to the 
Social Security program, the benefits of which are only now 
beginning to reach large number of individuals. Now for 
the first time in the nation’s history the aged worker who 
must retire from industry is not compelled to ask his rela- 
tives for economic support during the balance of his life. 
Now for the first time he is able to continue to live in his 
own home or furnished rooms. 

This simple fact of economic independence has probably 
done more than anything else to weaken the traditional 
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feeling of responsibility that children have had for their 
parents in the old-age period. While this independence in 
old age is certainly to be desired from the over-all viewpoint 
of the nation’s welfare, another result has been a corre- 
sponding shift in responsibility, in time of trouble, from 
the family to the state. Nowhere is this shift more apparent 
than in the mental-hospital program. It is much easier to 
suggest mental-hospital care for the aged parent who has 
been living by himself than it would be for the parent who 
has been a continuous and accepted member of a _ house- 
hold group. 

Consideration of the forces that have elevated the rate 
of hospital admissions of old patients must also include the 
current employment boom. It is possible that the full-time 
employment of so many men and women may have removed 
from the home some family members who would otherwise 
have been available to provide home supervision for the 
aged relative. If this is a reasonable assumption, it may 
be that the post-war era will see a degree of return to home 
care of the psychotic old person. This seems unlikely, how- 
ever, and a possibility considerably less influential than the 
sociological forces mentioned above, all of which will increase, 
rather than decrease, in scope. It may be safely said, for 
example, that the full force of the Social Security program 
will not be apparent for another decade. 

If the above discussion is valid, it may be granted that 
the rise in admission rates of old people indicates not only 
a more frequent occurrence of mental disease in old age, but 
also a drift away from family responsibility for the care 
of the psychotic person. The course that both trends will 
take in the future is more or less imponderable. Medical 
research may halt the rising incidence of degenerative dis- 
ease in old age, although less progress has been made in this 
field than in any other branch of medical effort. The socio- 
logical trends that are disrupting family cohesiveness and 
self-dependence may slow down in tempo or reach a plateau, 
but it is almost certain that they will not be reversed. 

Because of the difficulty of predicting both factors, it is, 
therefore, not possible to state with any exactness the effect 
of old-age admissions on mental-hospital programs in the 
future. It is, however, interesting to speculate on the subject 
and to venture a choice of estimates in an effort to approxi- 
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mate the probable situation of the future. For correlation 
with the other data in this study, the estimates offered are 
for one state, Pennsylvania. 

While it is possible, on the basis of life-expectancy figures, 
to arrive at a reasonably sound estimate of the number of 
people who will attain the age of 65 in the nation as a whole, 
a similar estimate cannot be made for any state or local 
area, for the obvious reason that migration within the nation 
could alter the population characteristics of such a region in 
a short space of time. Pennsylvania may suddenly acquire 
an increased population because of industrial developments 
here, or may just as suddenly lose a portion of its popula- 
tion to another state because of developments there. But 
for the purpose of the present comparison, we shall assume 
that the state will not be materially changed by migration. 

Pennsylvania has for the past thirty years had between 
7.5 per cent and 7.9 per cent of the total United States popu- 
lation 65 years of age and over. In 1930 when that age 
group in the total U. S. population numbered 6,634,000, the 
number in Pennsylvania was 508,278; in 1940, the figures 
were 9,019,000 for the total population and 677,468 for Penn- 
sylvania. Assuming that this proportion will continue, we 
may then use Thompson and Whelpton’s estimate of the 
population of the United States to predict that the population 
aged 65 and over in Pennsylvania will be as follows: 


Year United States Pennsylvania 
10,926,000 841,302 
1960 13,598,000 1,047,046 
1970 15,880,000 
ae 18,501,000 1,424,577 


As we have said, the factors affecting future hospital admis- 
sions are imponderable. There is every indication that the 
admission rate will continue to rise and no indication that 
it will decline at any time in the future. Three estimates 
are offered below, however, and one of these assumes the 
extremely unlikely possibility that there may be a decline 
to the rate in the pre-war period of 1940. This rate, it will 
be recalled, was 184 per 100,000 of the population over 65 
years of age, and this minimum estimate, as it may be 
designated, would assume no change in the rate from year 
to year. 
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The second estimate may be designated as the ‘‘maxi- 
mum’’ prediction. It assumes that the rate of increase will 
continue in each decade in the next forty years in approxi- 
mately the same amount as in the 1930-’40 decade. Thus, 
where the rate was 142 per 100,000 in 1930 and 184 in 1940, 
it would be 224 in 1950, 264 in 1960, 304 in 1970, and 344 
in 1980. 

The third estimate assumes that a plateau will be reached 
by 1950 and will continue without much change thereafter, 
on the basis that the sociological changes mentioned earlier 
will have attained their maximum influence and that the rate 
of occurrence of degenerative diseases in old age will have 
reached a stabilized level. This estimate is based on a 
stabilized rate of 250 annual admissions per 100,000 popula- 
tion. In as much as the rate has already jumped from 
184 in 1940 to 218 in 1944, it is apparent that a stabilized 
level of 250 is a conservative estimate. 

In considering each of these three estimates, as presented 
below, the changes should be compared with the admission 
figures for patients aged 65 and over in the year 1941. 
There were in that year a total of 1,207 such admissions 
to all mental hospitals (state hospitals, city and county 
hospitals, and private mental hospitals) in Pennsylvania. 


















ESTIMATES OF NUMBER OF ANNUAL First ADMISSIONS OF PATIENTS AGED 
65 AND OVER TO ALL PENNSYLVANIA MENTAL HOSPITALS, 1950 To 1980 


I. ‘‘Minimum’’ estimate (Based on 1940 rate of 184 per 100,000 
population of eorresponding age group): 





Year Annual admissions 


Pee 1,207 








pete tL ne pedbensda nein 1,547 
BOs Sis cic sb eishin stats oedlhaade 1,926 


as. eaten, bob ois 2,250 
eRe = BS |. ee 2,622 





II. ‘‘ Maximum’’ estimate (Based on a rate per 100,000 that will con- 
tinue to rise in same degree as in 1930-1940 decade: 224 in 
1950, 264 in 1960, 304 in 1970, 344 in 1980): 


Year 












Annual admissions 
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III. ‘‘ Medium’’ estimate (Based on assumption that the rate per 100,000 
will become stabilized at 250 annually by 1950 and that the 
influence of sociological changes will have reached their peak 
by that time) : 

Year Annual admissions 
1,207 
2,103 
2,617 
3,056 
3,561 


Of these three predictions, the ‘‘medium’’ seems most 
likely to approximate the future situation, the error probably 
lying on the conservative side of the estimate. Even on this 
basis, however, it will be noted that the number of annual 
admissions will have doubled by 1960, over the 1940 figures. 
This probability leads to serious consideration of the ques- 
tion posed at the beginning of this discussion: Have the 
admissions of aged patients been unavoidable or could care 
have been provided elsewhere? 

We have already pointed out that the sociological changes 
of the recent past must have influenced families to an increas- 
ing reliance on public facilities rather than on personal 
responsibility. These trends have been progressive and 
unreversed and may properly be described as inexorable. 
There is no reason to believe that legislation or any other 
superimposed ruling will have any material influence in mak- 
ing families return to the attitudes of earlier generations. 
In other words, family care of the psychotic aged patient 
cannot be legislated into being. 

There is, then, the question of county-home care for such 
patients. Again, this is a wishful, but unrealistic hope of 
a solution for the problem of hospital overcrowding. As 
the mental-hospital situation has become more and more 
acute, Pennsylvania has attempted a more or less dictatorial 
refusal of aged patients if there were any possibility of 
county-home care. In the past year this hospital has insisted 
on such action in every case of proposed admission that 
seemed to offer prospect of successful care in the county 
home. The result is seen in the figures for 1944 as com- 
pared with 1943. In that time the admissions of aged patients 
dropped from 156 to 144, a negligible decline accomplished 
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at the cost of probable loss of some good will and codpera- 
tion from the public and from county officials whose help in 
all problems of mental hygiene is essential. 

But the most cogent argument against the thesis that 
county-home care might be extended to more patients is the 
simple fact that the patients under discussion are mentally 
ill and that county homes are not the proper institutions for 
the care of the mentally ill. As the situation in this hospital 
has become more acute, the resident patient population has 
been examined time and again for possible transfers to 
county-home care. Again, prospects for such placement have 
been negligible. Out of a total of some 1,300 female patients, 
for example, a list of 32 names was secured, and not more 
than half a dozen of those were regarded with any enthu- 
siastic hope of county-home adjustment by the nurses and 
ward physicians who made the selections. 

Further evidence that hospital patients are indeed in need 
of care in a mental hospital is derived from this hospital’s 
experience in establishing a boarding-home program for aged 
patients in 1940. Over a period of two years a total of 
only 38 boarding-home placements were made, in spite of 
recurrent examinations of the resident population to select 
aged patients who seemed likely to succeed in such place- 
ments. Moreover, the majority of those 38 patients were 
long-time residents rather than recent admissions. 

All of these factors indicate that the recent influx of aged 
patients could not have been avoided and that there is no 
practicable way in which to avoid such admissions in the 
immediate future. The experienced and professional opinion 
of the medical staff has been that, with rare exceptions, 
the patients admitted were psychotic and actually in need of 
care in a mental hospital. The conclusion is, therefore, drawn 
that any hope that county-home or boarding-home care will 
appreciably lessen the problems of the immediate future is 
an illusory hope. From the point of view of naticnal or 
community economy, it is, as a matter of fact, unwise to 
hope that private family care of the psychotic aged person 
could replace hospital care. Mass care of chronic patients, 
like mass production in industry, is more economical than 
individual care. Where one patient in a private home will 
require the supervision of a relative who would otherwise 
be available for more productive enterprise, five patients 
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can be cared for by one person in the mental hospital. As 
old age reduces the nation’s man-power pool, this point 
becomes a very realistic argument for adequate hospital 
facilities. 

As the number of aged patients increases, one cannot evade 
the conviction that the problem must receive specialized 
attention. The relative lack of progress in medical research 
in the field of the degenerative diseases of old age indicates 
no sudden lessening in the rate of incidence of old-age psy- 
choses. Mental-hygiene clinics can and will continue to reduce 
the occurrence of mental illness in the so-called functional 
conditions of younger age periods, but they can do little to 
stop the organic processes of advancing age. 

The danger is that lack of attention to the psychoses of 
old age will result in such overcrowding of the mental hos- 
pital that the treatable conditions of other patients will be 
neglected. Until and unless research advance can alter the 
accelerated rate of old-age breakdown, the most that can be 
done is to see that the only presently existing alternative— 
adequate custodial care—is provided. 

Only one or two methods of doing this are suggested. One 
would be to establish separate institutions for the care of 
aged individuals with mental breakdowns. This would imply 
that mental disease of old age is separate and distinct from 
all other types of mental disease—a concept that in fact is 
prevalent among the general public. Senile incompetence 
is such a familiar sight—every one has a grandfather or an 
uncle or a neighbor who has become ‘‘childish’’—that we do 
not see the forest for the trees. Even when the behavior of 
the aged patient becomes so difficult that he is more of a 
problem than many a schizophrenic or neurotic patient, he 
is still regarded as different from people ‘‘who are really 
crazy.’’ The establishment of separate, specialized institu- 
tions for the aged would, however, be impracticable, expen- 
sive, and foolish. The inevitably high death rates that would 
prevail would give the institution a stigma that would make 
codperation from relatives and the general public very 
difficult. 

A more practicable plan would be to emphasize the impor- 
tance of aged patients in the mental-hospital program by 
establishing a geriatrics unit at each hospital. While all 
hospitals to-day have wards or annex buildings designated 
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as specialized sections for the care of bed patients, incon- 
tinent patients, and chronic patients who lead a vegetative 
existence, those wards have been developed more or less as 
a ‘‘dumping ground”’ rather than because of any conscious 
effort to meet a specialized problem. Staff physicians usually 
look with distaste upon the assignment of such wards to 
their service, and hospital employees in general regard such 
wards as drab and uninspiring places in which to work. 

The establishment of a separate, specialized unit desig- 
nated as a geriatrics center would by the very nature of the 
title lend new dignity and respect to the jobs of the people 
working there. It is entirely reasonable to assume that such 
recognition of the old-age group as the major problem that 
it actually is would stimulate interest in new methods of care 
and treatment, with a probable increase in efficiency. 
Occupational-therapy programs would certainly divert new 
and greater attention to the possibility of planned activity 
to make the aged and handicapped patient a more productive 
and self-reliant resident of the hospital than is now the case. 

But the attitude of hospital employees and the possibility 
that aged patients might become more productive are minor 
objectives compared to the essential purpose of the geriatrics 
unit. The all-important need is to make adequate provision 
now, in allocation of building space and in employment of 
personnel in the immediate future, for the reception and care 
of the rapidly growing numbers of aged patients. Theirs is 
definitely a psychiatric problem and not a problem for the 
county home, the general hospital, or other local facility. 

If the mental hospital does not provide additional space 
and personnel for their care, then the mental hospital will 
see a rapid multiplication of problems which are just now 
in their infancy. Programs of prevention and cure designed 
for younger, recoverable patients will be obstructed and 
bogged down as more and more care must be diverted to the 
expanding old-age group. This will be a diversion not only 
of the time and energy of personnel, but also of funds origi- 
nally intended for more constructive uses. If, on the other 
hand, separate and distinct recognition of the size of the 
old-age problem is now achieved, and some such provision 
as an adequate geriatrics unit in each hospital is planned, 
there will then be assurance that the benefits of other preven- 
tive programs will be preserved. 








EFFECTS OF 4F CLASSIFICATION ON 
PSYCHONEUROTICS UNDER 
TREATMENT 


MORRIS D. RIEMER, M.D. 
Brooklyn, New York 


T has been found that a large percentage of the rejectees 
for military service are suffering from nervous disorders. 
While most of these individuals may have been partly aware 
of some of their difficulties, others suddenly learned of them 
for the first time on receiving a 4F classification. 

This label, distasteful both to the physically handicapped 
and to the psychoneurotic person, is, in many quarters, felt 
to be all the more traumatic to the neurotic because of his 
marked hypersensitivity and instability. Thus, O’Neil? 
states: ‘‘Rejected draft registrants are frightened and upset 
by the army’s ‘mentally unfit’ tag.’’ 

Others likewise felt that the 4F tag is damaging. Young? 
says: ‘‘Many men report for examination with the expecta- 
tion of being inducted, but, instead, are rejected because of 
past or present personality disorders. They are told that 
they suffer from disorders such as ‘schizoid personality,’ and 
when they find such definitions as ‘split mind,’ they become 
panic-stricken. Many of these men are unable to find employ- 
ment because of their 4F classification. Due to this, some 
of them have developed acute feelings of inadequacy and 
suffer repeated embarrassment when the question of their 
rejection is mentioned.’’ 

On the other hand, a number of workers, while admitting 
the embarrassment that the draftee may experience at his 
work or in explaining his rejection to others, report no 
appreciable deleterious effects. 

In order to obtain the reaction to the 4F classification of 

1See ‘*750,000 Unwanted Men,’’ by Will O’Neil. Hygeia, Vol. 21, pp. 
650-52, 692-95, September, 1943. 

2See ‘‘The Psychiatric Aspects of Wartime Adjustment,’’ by Richard H. 
Young. Journal of the Omaha Mid-west Clinical Society, Vol. 4, pp. 54-58, 
April, 1943, 
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men who could be followed up carefully, a group of indi- 
viduals regularly under treatment serve best for detailed 
check-ups. Here, however, the supportive factor that the 
therapy plays in mitigating outside influences must be con- 
sidered. This report is based on the clinical findings of 
twenty men between the ages of eighteen and thirty-eight 
years who were disqualified for military service because of 
psychoneuroses and who have been under treatment both 
before and after the 4F classification. All these individuals 
have severe border-line neuroses. 

Although half of the men thought that the army ‘‘would 
make a man’’ out of them or would ‘‘cure their nervousness,”’ 
they actually expressed no determined desire to enter the 
armed forces. The other half were openly panicky about 
‘*being taken.’’ On further study all revealed definitely 
increased anxiety about entering the armed forces. They 
seemed very fearful of being killed, wounded, captured, or 
even of being ‘‘away from home.’’ A number of patients 
felt that they could not ‘‘get along with the other men, could 
not sleep with them, use a common latrine, or take vigorous 
drilling without collapsing.’’ None objected to the prospect 
of being deferred because of a neurosis. 

The immediate reaction upon receiving the 4F classifica- 
tion was that of relief from anxiety. Further reassurance 
came from the fact that they could carry on with their busi- 
ness or jobs, did not have to separate from their families, 
and could continue to receive treatment. 

Rennie,’ in studying thirty-seven cases which were classi- 
fied 4F by the Selective Service System, found that ‘‘rejection 
as an acute traumatic experience proves deleterious in a 
very small percentage of cases.’’ Rich? cites some of the 
problems of forty-four psychiatric ‘‘4F’ers’’ and reports 
that ‘‘at least two-thirds of them were satisfied or actually 
glad not to be taken into the army or navy.”’ 

The new classification emphasized to them the fact that 
they were ill. In other words, the experience of ‘‘being 


1See ‘Psychiatric Rehabilitation Therapy,’’ by Thomas A. C. Rennie. 
American Journal of Psychiatry, Vol. 101, pp. 476-85, January, 1945. 

2See ‘*Problems of the Rejected Man,’’ by Gilbert J. Rich. Diseases of the 
Nervous System, Vol. 6, pp. 115-18, April, 1945. 
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turned down by the army’’ made them more conscious of 
the ‘‘seriousness’’ of the malady. Despite the increased 
insight thus gained by most of the men, three of them con- 
tinued to believe that they were not as sick as the classifica- 
tion implied. 

There was an accompanying reaction of humiliation and 
embarrassment in each individual because of rejection for 
a neurosis. To overcome this discomfort, they invariably 
offered explanations to their friends of some physical dis- 
ability as the reason for deferment. In spite of this, there 
was no aggravation of their underlying feelings of inferi- 
ority; neither was there any stirring up of unwonted or 
uncontrollable tendencies. The 4F classification had no 
worsening effect whatsoever upon any of the patients. Rich’ 
points out that ‘‘taken as a whole, few new difficulties arose 
from the rejection itself. These were not inherent in the 
patient, but stemmed primarily from the attitude of the 
community toward the young man not in uniform.”’ 

During the subsequent course of treatment, anxieties about 
being reclassified appeared. In other words, the 4F classifi- 
cation did not eliminate the underlying insecurity, but merely 
served to allay it. These anxieties assumed various forms. 
Some patients felt that they might have improved sufficiently 
to be accepted; for this reason they dreaded ‘‘getting well.’’ 
These very same individuals, at times of more realistic 
reflection, were willing ‘‘to be healthy and in the army’’ 
rather than ill and under treatment. A number of others 
feared lest ‘‘the standards be lowered’’ for them to be ‘‘taken 
into the service.’’ In this connection, Rennie says of his 
psychiatric rejections that ‘‘a number of them feared that 
they would be reclassified and drafted.’’ 

In evaluating the neurotic’s reaction to the draft classi- 
fication, it can readily be seen that this specific situation 
serves as a crystallizing agent for his intense resident anxie- 
ties. In this respect it resembles other highly exciting events 
in the unstable person’s life. For example, graduation, mar- 
riage, the birth of offspring, entering upon a new venture, 
severe physical illness of the patient or members of his 


1 Loc. cit. 
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family, financial distress, or accidents are all highly charged 
factors that mobilize excessive and unwarranted anxiety 
responses in the neurotic. 

The matter of being in active combat is, however, a far 
greater anxiety-producing stimulant than most events. The 
normal person realizes that war is not only hazardous to 
his country, but unfortunately too often the greatest tragedy 
to families and individuals. Realistically, then, war induces 
great anxiety. The realistic anxiety plus the latent or resi- 
dent anxiety in the neurotic produces a uniquely effective 
and partially paralyzing syndrome. To ‘‘catch it in the 
bud,’’ so to speak, through a 4F classification, is indeed a 
prophylactic measure. The accompanying relief of these 
patients is thus understandable. There is an instantaneous 
release from the dreaded feeling of ‘‘imminent or inevitable 
catastrophy’’ in their minds. Intense suffering and tension 
present before the induction examination subside rapidly and 
leave the individual much freer to carry on. Moreover, the 
additional conviction that they are ill and unfit for military 
duty increases their interest in ridding themselves of their 
unwelcome symptoms. 

Actually one of the purposes of rejecting an inductee with 
an emotional disturbance from the armed forces is to pre- 
vent an aggravation of his illness. The vast number of indi- 
viduals suffering from neuroses who were accepted as ‘‘fit’’ 
for military service and later discharged because of disabling 
nervous disorders, show only too well the danger of not 
giving such people a 4F status. These facts prove all the 
more the value of this classification. Unfortunately a large 
proportion of neuroses are not readily detected on an initial 
examination. A number of other factors, in addition, are 
responsible for the difficulties in eliminating unstable persons. 
The disconcertingly high percentage of discharged neurotics, 
even amongst those who have had no combat experience, 
might have been diminished by a more active use of tne 4F 
classification. 

These patients did not feel that there was any ‘‘stigma’’ 
or devaluating influence upon them because of the 4F. They 
had no new trouble at their work or in finding employment. 
All of them were extremely grateful to the government for 
recognizing them ‘‘as unfit and relieved of the responsibility 
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and danger of fighting.’’ In a sense, the authorities thus 
showed that they understood the neurotic’s plight and sym- 
pathized with him for his disabilities, an understanding that 
the insecure person not only seeks, but actually needs for 
his eventual recovery. 

In conclusion, it is apparent that a 4F draft classification 
for neurotics under treatment results in the following: 


a 


9 
a 


3. 


It diminishes the inordinate anxiety and thus offers 
relief. 

There are no untoward results. 

The patient is stimulated all the more to get rid of 
his illness. 

The effect on the community of the incidence of psy- 
chiatric rejectees has been to stimulate interest and 
some activity to cope with the situation. 





REVISED PSYCHIATRIC 
NOMENCLATURE ADOPTED BY 
THE ARMY 


HE army has adopted for its official use a new method 

of recording psychiatric diagnoses and a revised nomen- 
clature, as set forth in War Department Technical Bulletin, 
No. 203, dated October 19, 1945. These were adopted after 
an extensive study by Brigadier General William C. Menn- 
inger and his staff through 1944 and 1945, during which time 
suggestions were obtained from a large number of leading 
civilian and military psychiatrists. As a large segment of 
psychiatric practice will utilize this nomenclature, it may 
be helpful to civilian psychiatrists to be familiar with it. 
It is presented below. 


Psycuiatric DISORDERS AND REACTIONS: DEFINITIONS AND 
MANNER OF RECORDING 


I. DEFINITIONS 


In setting up the definitions of psychiatric conditions, the term 
‘‘disorder’’ has been used for the designation of the generic group 
of the specific reactions, while the specific reaction types have been 
termed ‘‘reactions.’’ In classifying psychoneuroses, the dynamics 
of the psychopathology was chosen as the basis. Of necessity, a few 
terms remained descriptive (symptomatic). In general, an attempt 
has been made to retain only such formerly used terms as could be 
fitted into this general plan and to omit categories that are ‘‘catch- 
alls,’’ such as ‘‘simple adult maladjustment,’’ ‘‘ constitutional psycho- 
pathic state,’’ ete. 

In recording a psychiatric condition, the particular type of con- 
dition (‘‘reaction’’) will be specified, and not its generic term 
(‘‘disorder’’). Whenever a reaction is subclassified, only the sub- 
eategory will be recorded as the diagnosis. In general, the iowest 
applicable subclassification of the specific disorder will be stated as 
the diagnosis. (For details on the recording of diagnoses, see 
Section II, pages 470-76.) 


A. Transient Personality Reactions to Acute or Special Stress: 


A normal personality may utilize, under conditions of great or 
unusual stress, established patterns of reaction to express over- 
456 
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whelming fear or flight reaction. The clinical picture of such 
reactions differs from that of neuroses or psychoses chiefly in points 
of direct relationship to external precipitation and reversability. In 
a great majority of such reactions, there is an essentially negative 
historical background. 

This general classification should be restricted to conditions that 
are usually transient in character, though they may be acute and 
severe, and to conditions that cannot be given a more definitive 
diagnosis either because of their fluid state or because of limitation 
in the time permitted for their study. 

None of the conditions included in the disorder group, transient 
personality reactions to acute or special stress, is acceptable as the 
cause of separation from the service for disability. 


1. Combat Exhaustion—Combat reaction is often transient in 
character. When promptly and adequately treated, the condition 
may either clear rapidly or it may progress into one of the estab- 
lished neurotic reactions. The term is to be regarded, therefore, 
as a temporary diagnosis, and it should be used only until a 
more definitive diagnosis can be established. It will ordinarily 
be used only in the ‘‘army level,’’ and should never be used back 
of the communications zone. 

This diagnosis is justified only in situations in which the indi- 
vidual has been exposed either to severe physical demands or to 
extreme emotional stress, such as seen in combat soldiers within 
the combat area, or to both. In some instances, this diagnosis 
applies to more or less ‘‘normal’’ persons. The stress in such 
eases is intolerable. The patient may display a marked psycholog- 
ical disorganization akin to certain psychoses. 


2. Acute Situational Maladjustment.—This transient personality 
reaction is manifested by anxiety, alcoholism, asthenia, poor effi- 
ciency, low morale, unconventional behavior, etc. The clinical 
picture of this reaction is primarily one of a superficial malad- 
justment to newly experienced environmental factors, or to espe- 
cially trying and difficult situations, that exhibits no evidence of 
any serious long-standing or underlying personality defects or 
chronic neurotic patterns. If untreated or not relieved, such 
reactions may progress in some instances into a typical psycho- 
neurotic or psychopathic reaction. 

The term may be applied to reactions caused by cultural deficien- 
cies and deprivations, when such show no definite neurotic type 
of reaction. It will also include some cases formerly classified as 
‘‘simple adult maladjustment.”’ 
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B. Psychoneurotic Disorders: 


This generic term refers to psychiatric disorders resulting from 
the exclusion from consciousness (i.e. repression) of powerful emo- 
tional charges, usually attached to certain infantile and childhood 
developmental experiences. Such repressed emotional charges, which 
may not be apparent without an extensive and deep investigation 
of the personality, may or may not be adequately controlled in the 
absence of external stress. Longitudinal (lifelong) studies of indi- 
viduals with such disorders usually present evidence of periodic or 
constant maladjustment of varying degree. Special stress may make 
the symptomatic expressions of such disorders acute. 

The chief characteristic of these disorders is anxiety, which may 
be either ‘‘free floating’’ and unbound (‘‘anxiety reaction’’) and 
directly felt and expressed, or unconsciously and automatically con- 
trolled by the utilization of various psychological defense mechanisms 
(repression, conversion, displacement, etc.). In contrast to psychotics, 
patients with such disorders do not exhibit gross distortion or falsi- 
fication of the external reality (delusions, hallucinations, illusions), 
and there is no gross disorganization of the personality. 

Anxiety in psychoneurotie disorders is a danger signal felt and 
perceived by the conscious portion of the personality (ego). Its 
origin may be a threat from within the personality—expressed by 
the supercharged repressed emotions, including particularly such 
aggressive impulses as hostility and resentment—with or without 
stimulation from the external situation, as loss of love or of prestige, 
or threat of injury. The various ways in which the patient may 
attempt to handle this anxiety result in the various types of reaction. 

Diagnoses of psychoneurotic disorders will be recorded as one of 
the following types of reaction (items 1 to 8 below). The term will 
not be prefaced by any broad group designation such as ‘‘psycho- 
neurotic disorder.’’ The term ‘‘traumatic neurosis (or reaction) ’’ 
will not be used; instead, the particular reaction will be recorded 
(see item 1 below). The term ‘‘mixed reaction’’ will not be used; 
instead, the predominant type of reaction will be recorded, qualified 
by references to other types as part of the symptomatology. 


1. Anxiety reaction—In this type of reaction the anxiety is 
diffuse, and not restricted to definite situations or objects, as in the 
ease of the phobias. Furthermore, it is neither ‘‘bound’’ nor 
controlled by any psychological defense mechanism, as in the 
other psychoneurotic disorders. In such reactions, both the psy- 
chological and the physiological aspects of the anxiety are felt by 
the patient, but only the physiological aspects are observable by 
the physician. 
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This reaction should be distinguished from normal apprehensive- 


ness or fear. This term is synonymous with the former term 
‘‘anxiety state.’’ 


2. Dissociative reaction.—This psychoneurotie disorder represents 
a type of personality disorganization that in the majority of 
instances proves to be a neurotic disturbance. (It should be differ- 
entiated, however, from a pre-psychotic disturbance.) The diffuse 
dissociation trends, seen in acute combat exhaustion, may occa- 
sionally appear psychotic, but nearly always the reaction becomes 
neurotic. 

In acute cases of such reaction, the personality (ego) disorganiza- 
tion appears to permit the anxiety to overwhelm and momentarily 
govern the total individual, resulting in aimless running or ‘‘freez- 
ing.’’ This may occur in well-integrated personalities. But even in 
less acute cases, or in less well-integrated personalities, the repressed 
impulse, giving rise to the anxiety, may be either discharged or 
deflected into various symptomatic expressions such as fugue, 
amnesia, ete. Often this may occur with little or no participation 
on the part of the conscious personality. 

These reactions should be differentiated from schizoid person- 
ality and schizophrenic reactions, and from analogous symptoms in 
some other type of neurotic reaction. This reaction has formerly 
often been classified as a type of ‘‘conversion hysteria.’’ 

The diagnosis should specify the symptomatic manifestations of 
the reaction, such as depersonalization, dissociated personality, 
stupor, fugue, amnesia, dream state, somnambulism. 


3. Phobie reaction—By an automatic mental mechanism, the 
anxiety in these cases becomes detached from some specific idea 
or situation in the daily life behavior and is displaced to some 
symbolic object or situation in the form of a specific neurotic fear. 
In civilian life, the commonly observed forms of phobic reactions 
include fear of syphilis, dirt, closed places, high places, open 
places, some animals, ete.; in military life, other specific neurotic 
fears have been observed, such as fear of specific weapons, combat 
noise, planes, etc. The patient can control his anxiety if he avoids 
the phobic object or situation. 

In this group of reactions are included the sensitized residual 
states of combat exhaustion observed after the other acute mani- 
festations have subsided. The term also includes some cases 
formerly called ‘‘anxiety hysteria.’’ In recording such cases, the 
symptomatic manifestations will be indicated. 


4. Conversion reaction.—This term is synonymous with ‘‘conver- 
sion hysteria.’’ Instead of being experienced consciously (either 
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diffusely or displaced, as in phobias), the impulse causing the 
anxiety in conversion reaction is ‘‘converted’’ into functional symp- 
toms in organs or parts of the body, mainly under voluntary 
control. 

In recording such reactions, the symptomatic manifestations will 
be specified, as pain (cephalalgia, myalgia, arthralgia, etc.), anes- 
thesia (anosmia, blindness, deafness), paralysis (paresis, aphonia, 
mono- or hemiplegia), dyskinesis (tic, tremor, postures, catalepsy). 
However, if the manifestations do not fit the conversion pattern of 
immediate need, and when they do not represent the result of 
chronic emotional tension states, the reactions will be properly 
classified under somatization reactions (see item 5 below). 


5. Somatization reactions.—This term is used in preference to 
‘‘psychosomatie reactions,’’ since the latter term refers to a point 
of view on the discipline of medicine as a whole rather than to 
certain specified conditions. 

The anxiety is relieved in such reactions by channeling the 
originating impulses through the autonomic nervous system into 
visceral-organ symptoms and complaints. These reactions rep- 
resent the visceral expression of the anxiety, which is thereby 
largely prevented from being conscious. The symptom is due to 
a chronic and exaggerated state of the normal physiology of the 
emotion, with the feeling or subjective part repressed. Long- 
continued visceral dysfunction may eventuate in structural changes. 

This group includes the so-called organ neuroses. It also 
includes certain of the cases formerly classified under a wide 
variety of diagnostic terms such as ‘‘ conversion hysteria,’’ ‘‘ anxiety 
state,’’ ‘‘cardiae neurosis,’’ ‘‘gastric neurosis,’’ etc. 

It may become necessary to add certain other subgroups of 
psychogenic reactions. It is not intended that the six listed (items 
a to f below) be interpreted as necessarily including all possible 
reactions of this sort. If additional subcategories are recorded 
as diagnoses, they should be clearly identified as psychogenic 
reactions and should specify the system involved and the par- 
ticular symptomatic expressions. 

Each type of this reaction should be amplified with the specific 
symptomatic expressions, as anorexia, loss of weight, dysmenorrhea, 
hypertension, ete. 


a. Psychogenic gastrointestinal reaction—This subcategory 
may include some instances of such specified types of gastro- 
intestinal disorders as peptic-ulcer-like reaction, chronic gastritis, 
mucous colitis, constipation, ‘‘heart burn,’’ hyperacidity, phloro- 
spasm, ‘‘irritable colon,’’ ete. 
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b. Psychogenic cardiovascular reaction—This subcategory 
includes most cases of such established types of cardiovascular 
disorder as paroxysmal tachycardia, pseudo angina pectoris, 
and some types of hypertension. 

Neurocirculatory asthenia has been classically defined as an 
‘anxiety reaction’’; similar clinical pictures, without subjective 
anxiety, will be classified as psychogenic cardiovascular reaction. 


e. Psychogenic genitourinary reaction—This subcategory 
includes some types of menstrual disturbance, impotence, 
frigidity, dysuria, ete. 


d. Psychogenic allergic reaction.—Oceasional instances of 
apparent allergic responses, including some cases of hives and 
angioneurotic edema, have a major emotional element in their 
production. Such cases should be recorded as psychogenic 
allergic reactions. 


e. Psychogenic skin reaction.—This subcategory includes the 
so-called neurodermatoses, dermographia, and other related dis- 
orders, when involving major emotional factors. 


f. Psychogenic asthenic reaction General fatigue is the pre- 
dominating complaint of such reactions. It may be associated 
with viscetal complaints, but it may also inelude ‘‘mixed”’ 
visceral-organ symptoms and complaints. Present weakness and 
fatigue may indicate a physiological neuro-endocrine residue of 
a previous anxiety and not necessarily an active psychological 
conflict. The term includes cases previously termed ‘‘neuras- 
thenia.’’ 


6. Obsessive-compulsive reaction.—In this reaction the anxiety 
may be observable in connection with obsessional fear of uncon- 
trollable impulses. On the other hand, the anxiety may be under 
apparent control, through a mental mechanism (isolation), by 
which the emotional charge becomes automatically separated from 
the main stream of consciousness and manifests itself in a displaced 
form through useless or excessive, and often repetitive, activity. 
In the latter instance, the patient is utilizing the mental mechan- 
isms of ‘‘undoing’’—a symbolic act that temporarily protects the 
patient against a threat—and ‘‘displacement.’’ The patient him- 
self may regard his ideas and behavior as unreasonable and even 
silly, but nevertheless is compelled to carry out his rituals. 

The diagnosis should specify the symptomatic expressions of such 
reactions, including touching, counting, ceremonials, hand-washing, 
recurring thoughts, accompanied often by compulsion to repetitive 
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action. This category includes many cases formerly classified as 
‘*psychasthenia.’’ 


7. Hypochondriacal reaction.—This particular psychoneurotic 
disorder is characterized by obsessive concern of the individual 
about his state of health or the condition of his organs. It is 
often accompanied by a multiplicity of complaints about different 
organs or body systems. Some of such reactions may become 
excessively and persistently obsessional and develop associated com- 
pulsions. Such cases may be classified more accurately as ‘‘obses- 
sive-compulsive reactions.’’ 

In general, this type of reaction should be carefully differentiated 
from depression, obsessive-compulsive reaction, symptoms of pre- 
psychotic reactions, and various specific somatization syndromes. 
This term is synonymous with ‘‘hypochondriasis.’’ 


8. Neurotic depressive reaction.—The anxiety in this reaction 
is allayed and hence partially relieved by self-depreciation through 
the mental mechanism of introjection. The reaction is often asso- 
ciated with a feeling of guilt for past failures or deeds. This 
reaction is a nonpsychotie response precipitated by a current situa- 
tion—frequently some loss sustained by the patient—although 
dynamically the depression is usually related to a repressed (uncon- 
scious) aggression. The degree of the reaction in such cases is 
dependent upon the intensity of the patient’s ambivalent feeling 
toward his loss (love, possessions, ete.), as well as upon the realistic 
circumstances of the loss. 

The term is synonymous with ‘‘reactive depression.’’ This 
reaction must be differentiated from the corresponding psychotic 
response (see item C(2), page 469). 


C. Character and Behavior Disorders: 


These disorders are characterized by developmental defects or 
pathological trends in the personality structure, with minimal sub- 
jective anxiety, and little or no sense of distress. In most instances, 
the disorder is manifested by a lifelong pattern of action or behavior 
(‘‘aeting out’’), rather than by mental or emotional symptoms. 
None of the conditions included in this disorder group (character 
and behavior disorders) is acceptable as the cause of separation 
from the service for disability. 


1. Pathological personality types—The maladjustment of many 
individuals is evidenced in lifelong behavior patterns. Such indi- 
viduals are frequently described as personality types. In the 
evolution of psychoneuroses or psychoses, these types may be 
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likened to abortive stages. They do not usually progress to the 
stage of a psychosis, nor do they justify a diagnosis of any type of 
neurosis or psychosis, although they may show some of the charac- 
teristics of both. They represent border-line adjustment states. 


The following types of pathological personality types may be 
differentiated : 


a. Schizoid personality——Such individuals react with unsoci- 
ability, seclusiveness, seriousmindedness, nomadism, and often 
with eccentricity. 


b. Paranoid personality—Such individuals are characterized 
by many traits of the schizoid personality, coupled with a con- 
spicuous trend to utilize a projection mechanism, expressed 
by suspiciousness, envy, extreme jealousy, and stubbornness. 


ce. Cyclothymic personality—Such individuals are character- 
ized by frequently alternating moods of elation and sadness, 
stimulated apparently by internal factors rather than by external 
events. The patient may occasionally be either persistently 
euphoric or depressed, without falsification or distortion of 
reality. The diagnosis should specify, if possible, whether hypo- 
manic, depressed, or alternating. 


d. Inadequate personality—Such individuals are character- 
ized by inadequate response to intellectual, emotional, social, 
and physical demands. They are neither physically nor men- 
tally grossly deficient on examination, but they do show inadapti- 
bility, ineptness, poor judgment, and social incompatibility. 


e. Antisocial personality.—This term refers to chronically anti- 
social individuals who, despite a normal moral background, are 
always in trouble, profiting neither from experience nor punish- 
ment, and maintaining no real loyalties to any person, group, or 
eode. Ordinarily an individual of this type is not the calculating 
criminal, but one who is on the verge of criminal conduct and 
may eventually become involved in such conduct. 


This term includes most cases formerly classed as ‘‘constitu- 
tional psychopathic state’’ and ‘‘psychopathic personality,’’ but, 
as defined here, the term is more limited as well as more specific 
in its application. 


f. Asocial personality.—This term applies to individuals who 
manifest their disregard for social codes and often come in con- 
flict with them, by becoming gangsters, vagabonds, racketeers, 
prostitutes, and generally environmental (‘‘normal’’) criminals. 
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Many such individuals are to be regarded as the normal product 
of a lifelong abnormal environment. This term includes most 
eases formerly designated as ‘‘psychopathic personality, with 
asocial and amoral trends.’’ 


g. Sexual deviate—These conditions are often a symptom 
complex, seen in more extensive syndromes as schizophrenic and 
obsessional reactions. The term includes most of the cases 
formerly classed as ‘‘psychopathic personality, with pathologic 
sexuality.’’ 

The diagnosis will state whether overt or latent, and specify 
the specific type of the pathologie behavior, such as homosex- 
uality, transvestism, pedophilia, fetishism, and sexual sadism 
(including rape, sexual assault, mutilation). 


2. Addiction.—This diagnosis usually implies antisocial behavior, 
while the individual is under the influence of alcohol or drug, such 
as pugnaciousness, deception, stealing, sexual assault, ete. It rep- 
resents a much deeper character disturbance than cases in which 
the usage of alcohol or drug represents a symptom of some more 
extensive psychiatric illness. This term should not include exces- 
sive symptomatic utilization of alcohol, which is a symptom of 
depression or psychoneurosis; nor should it include acute alcoholic 
intoxication. 

The term includes cases formerly classed merely as ‘‘drug 
addiction’’ and also some cases that were formerly classified as 
‘‘constitutional psychopathic state.’’ 

The diagnosis should specify whether the addiction is to alcohol 
or drug. 


3. Immaturity reactions.—This category applies to physically 
adult individuals who are unable to maintain their emotional 
equilibrium and independence under minor or major stress, because 
of deficiencies in emotional development. Some individuals are 
classed in this group because their behavior disturbance is based 
on the fixation of certain character patterns; others, because their 
behavior is a regressive reaction due to severe stress. 

The classification will be applied only to those character and 
behavior disorders in which the neurotic features (such as aaxiety, 
conversion, phobia, etc.) are not prominent and only the basic 
personality development, and not anxiety, is the crucial distinguish- 
ing factor. Evidence of physical immaturity may or may not be 
present. 

The diagnosis should report the specific immaturity reaction as 
defined below (items a to e): 
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a. Emotional instability reaction.—In this reaction the indi- 
vidual reacts with excitability and ineffectiveness when con- 
fronted with minor stress. His judgment may be undependable 
under stress, and his relationship to other people is continuously 
fraught with fluctuating emotional attitudes, because of strong 
and poorly controlled hostility, guilt, and anxiety which require 
quick mobilization of defense, usually explosive in nature, for 
the protection of the ego. 

This term is synonymous with the former diagnosis of ‘‘psy- 
chopathic personality, with emotional instability.’’ 


b. Passive-dependency reaction.—This reaction is characterized 
by helplessness, indecisiveness, and a tendency to cling to others. 
The clinical picture in such cases is often associated with an 
anxiety reaction that is typically psychoneurotic, but it may be 
also a type of emotionally immature personality development. 
There is a predominant child-parent relationship in such 
reactions. 


e. Passiwve-aggressive reaction.—The aggressiveness is expressed 
in such reactions by passive measures, such as pouting, stub- 
bornness, procrastination, inefficiency, and passive obstructionism. 


d. Aggressive reaction.—A persistent reaction to frustration 


with irritability, temper tantrums, and destructive behavior, is 
the dominant factor in such cases. A specific variety of this 
reaction is a morbid or pathological resentment. Below the 
surface, there is usually evident in such cases a deep dependency, 
with ‘‘reaction formation.’’ The term does not apply to cases 
more accurately described by the term ‘‘antisocial personality.’’ 


e. Immaturity with symptomatic ‘‘habit’’ reaction—This 
category is useful in occasional situations in which a specific 
symptom is the single outstanding expression of the psycho- 
pathology. These terms should not be used as diagnoses, how- 
ever, when the symptoms are associated with or are secondary 
to organic illnesses and defects or to other psychiatric disorders 
or reactions. Thus, for example, the diagnosis, ‘‘immaturity with 
symptomatic habit reaction; speech disorder,’’ would be used for 
certain disturbances in speech, often developing in childhood, in 
which there are insufficient other symptoms to justify any other 
definite diagnosis. It would not be used for a speech impair- 
ment that was a temporary symptom of conversion hysteria or 
that was the result of any organic disease or defect. 

The diagnosis should specify the particular ‘‘habit’’ reaction, 
as, for instance, enuresis, speech disorder, ete. 
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D. Disorders of Intelligence: 






















1. Mental deficiency.—Mental deterioration associated with 
chronic psychoses and the blocking of intellectual function by 
emotional conflicts should not be included in this category. In 
recording mental deficiency, distinction will be made between pri- 
mary and secondary types of the disorder, as defined below. 

None of the conditions included in the group, ‘‘Disorders of 
Intelligence,’’ is acceptable as the cause of separation from the 
service for disability. 


a. Mental deficiency, primary.—This term will be applied 
to cases in which the mental retardation has been present since 
birth or infancy, without known organic brain disease. It 
includes clearly hereditary cases. In recording such disorder, 
the mental age should be indicated, along with the psychometric 
test by which it was determined. 





b. Mental deficiency, secondary.—This term will be applied 
to cases of mental retardation that have resulted from an 
organic disease of the brain, whether congenital or acquired. 
Frequently, therefore, when the organic disease is also present, 
the mental deficiency will be recorded only as a manifestation 
of the originating organic disease, as, for instance, with cerebral 
agenesis, developmental defects of the central nervous system, 
microcephaly, hydrocephalus, cretinism, ete. In other instances, 
as when secondary to encephalitis or birth injury, the originat- 
ing condition may not be recorded as a diagnosis, because it is 
not then present. The diagnosis of mental deficiency in such 
eases will be qualified as secondary to the specific originating 
condition. 

In all cases, the condition should be recorded as ‘‘mental 
deficiency, secondary,’’ and the mental age of the individual 
should be specified, along with the psychological test by which 
it was determined. 






















2. Specific learning defects—The diagnosis should specify 
whether the defect is reading, mathematics, strephosymbolia, ete. 
If known, the type of encephalopathy will be stated. This diag- 
nosis is not acceptable as the cause of separation from the service 
for disability. 


E. Psychotic Disorders: 





1. Psychoses without known organic etiology.—These disorders 
are characterized by a varying degree of personality disintegra- 
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tion and failure to test and evaluate correctly external reality in 
various spheres. In addition, individuals with such disorders fail 
in their ability to relate themselves effectively or happily to other 
people or to their own work. 


a. Schizophrenic disorders——This term represents a group of 
psychotic disorders characterized by fundamental disturbances in 
reality relationships and concept formations, with consequent 
affective and intellectual disturbances in varying degrees and 
mixtures. The disorders are marked by a strong tendency to 
retreat from reality, by emotional disharmony, unpredictable 
disturbances in stream of thought, and by a tendency toward 
a ‘‘flattening-out’’ of the emotional and libidinal struggle which 
gives the appearance of ‘‘deterioration’’—not necessarily ful- 
filled—that may progress to childishness (‘‘dementia’’). 

It is not essential forcibly to classify such patients into a 
Kraepelinian type. The predominant symptomatology will be 
the determining factor in classifying such patients. 


(1) Schizophrenic reaction, latent—Certain individuals are 
found on examination to present definite schizophrenic idea- 
tion and behavior (¢é.g., mannerisms, unpredictable acts), 
beyond that of the schizoid personality, but not of an advanced 
stage, as in acute or chronic schizophrenic reactions. These 
individuals may be incipient. schizophrenics, and they may 
maintain their border-line adjustment over long periods. 
Among their friends, these individuals are regarded merely as 
queer or eccentric; under close examination, however, they 
show evidence of psychotic symptoms. They represent essen- 
tially border-line psychoses. 

Important diagnostic evidence of such reactions consists of 
disordered conceptual (categorical) thinking as manifested in 
special tests, such as the Rorschach test, the Vigotsky (Hanf- 
man-Kasanin) category tests, the sorting tests (Goldstein- 
Sheerer, Rapaport, and Halstead), proverbs and problems (J. 
Benjamin, N. Cameron), and the Murray Thematic Appercep- 
tion Test. Hospitalization of such cases is rarely necessary. 


(2) Schizophrenic reaction, simple type.—This type of reac- 
tion is characterized chiefly by reduction in external attach- 
ments and interests and impoverishment of human relation- 
ships. It often involves adjustment on a lower psychobiologic 
level of functioning, usually accompanied by apathy and 
indifference, but rarely by conspicuous delusions or hallucina- 
tions. In contrast to the long history—without any, or with 





MENTAL HYGIENE 


slight, change in symptomatology—of the schizoid personality, 
there is characteristically a change in the personality in the 
simple type of schizophrenic reaction. 


(3) Schizophrenic reaction, hebephrenic type.—Such reac- 
tions are characterized by shallow, inappropriate affect, unpre- 
dictable giggling, silly behavior and mannerisms, delusions 
often of a somatic nature, and hallucinations. 


(4) Schizophrenic reaction, catatonic type.—The reaction is 
characterized chiefly by conspicuous motor behavior, exhibiting 
either marked generalized inhibition, resulting in stupor, 
mutism, negativism, and waxy flexibility, or excessive motor 
activity and excitement. The individual may regress to a state 
of vegetation. 


(5) Schizophrenic reaction, paranoid type-——This type of 
reaction is characterized by schizophrenic (dereistic and autis- 
tic) thinking and unpredictable behavior, with mental con- 
tent composed chiefly of delusions of persecution, occasionally 
of grandeur, hallucinations, a fairly constant attitude of 
hostility and aggression, and ideas of reference. Excessive 
religiosity may be present and, rarely, there may be no delu- 
sions of persecution, but, instead, an expansive and productive 
delusional system of omnipotence, genius, or special ability. 
The systematized paranoid hypochondriacal states are included 
in this group. It will be borne in mind that some patients 
manifest their paranoid ideas only when they are depressed, 
and others only when they are manic. 


(6) Schizophrenic reaction, wnclassified—There are two 
large groups (acute and chronic) of schizophrenic reactions 
that cannot be appropriately classified under the four Kraepeli- 
nean types. 

The acute group of this reaction includes a wide variety of 
schizophrenic symptomatology, such as confusion of thinking 
and turmoil of emotion, accompanied by secondary elaboration 
manifested by perplexity, ideas of reference, fear and dream 
states, and dissociative phenomena. These symptoms appear 
precipitously, often without apparent precipitating stress, but 
exhibiting historical evidence of prodromal symptoms. Very 
often it is accompanied by a pronounced affective coloring of 
either excitement or depression. The symptoms often clear 
in a matter of weeks, although there is a tendency for them 
to recur. 
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The chronic schizophrenias exhibit a mixed symptomatology, 
and when the reaction cannot be classed in any of the four 
Kraepelinian types, it should be placed in this group. 


b. Paranoid disorders: 


(1) Paranoia.—This type of psychotic disorder is extremely 
rare. It is characterized by an intricate, complex, and slowly 
developing paranoid system, the individual usually regarding 
himself as particularly singled out. The patient often endows 
himself with superior or unique ability, and even considers 
himself appointed for a Messianic mission. The paranoid 
system is particularly isolated from much of the normal stream 
of consciousness, without hallucinations and with relative 
intactness and preservation of the remainder of the personality. 


(2) Paranoid state.—This type of paranoid disorder is char- 
acterized by transient paranoid delusions. It lacks the logical 
nature of systematization seen in paranoia; yet it does not 
manifest the bizarre fragmentation and deterioration of the 
schizophrenic. It occurs most frequently in individuals between 
thirty-five and fifty-five years of age, and it is ordinarily of 
a relatively short duration, though it may be persistent and 
chronic. 


ce. Affective disorders: 


(1) Manic-depressive reaction.—This reaction will be further 
qualified by the appropriate one of the following terms: manic, 
depressive, stuporous, circular, agitated, with schizophrenic 
coloring, and mixed. 


(2) Psychotic depressive reaction.—This differs from the 
neurotic depressive reaction chiefly in degree. If the patient 
manifests evidence of gross misinterpretation of external 
reality (e.g., in matters of guilt and unworthiness), it tech- 
nically becomes a psychosis and should be classified as ‘‘psy- 
chotie depressive reaction.’’ 


(3) Involution melancholia.—This reaction is characterized 
most commonly by depression, with or without agitation, with- 
out previous history of either manic or depressive illnesses. It 
occurs in the individual’s middle life and in his later years. It 
tends to have a prolonged course and may be manifested by 
worry, guilt, anxiety, agitation, paranoid and other delusional 
ideas, and somatic concerns. Some cases are characterized 
chiefly by depression and others chiefly by paranoid ideas. 
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Often there are gastrointestinal or other somatic concerns to a 
delusional degree. 


2. Psychoses with demonstrable etiology or associated structural 
changes in the brain, or both.—The mental reactions with a system 
infection and with brain infection, neoplasm, trauma, degenerative 
disease, or vascular disease, are to be regarded as symptoms of the 
physical (nonpsychiatric) condition with which they are associated. 
When the psychotic reaction does not constitute any of the clinical 
pictures defined above, it will be reported as ‘‘ psychotic reaction’’ 
and amplified by one or more of the following descriptive terms as 
types: schizoid, paranoid, depressed, manic, euphoric, deteriorated, 
confused, anxious, agitated, panic, excited, delirious, apathetic, 
stuporous, specific behavior disorder. 

Included in this category are the psychoses associated with 
infections (general paresis, meningo-vascular syphilis, epi- 
demic encephalitis, etc.), the psychoses associated with exogenous 
poisonings, and other associated psychoses, such as those accom- 
panying pellagra, cerebral embolism, Huntington’s chorea, ete. 


Il. MANNER OF RECORDING 
A. Individual Medical Records: 


The reactions, or specific types of psychiatric conditions (anxiety 
reaction; emotional instability reaction; schizophrenic reaction, 
simple type; etc.), are sufficiently well defined to justify their use 
apart from any generic terms indicating the broad disorder groups 
(psychoneurotie disorders; character and behavior disorders, imma- 
turity reactions; psychoses without known organic etiology, schizo- 
phrenic disorders; ete.). In recording psychiatrie conditions, only 
the lowest subclassification of the disorder will be specified, without 
being prefaced by any term such as psychoneurosis or psychosis. 

In each case, the severity of the reaction will be recorded, and the 
reaction will be qualified as acute or chronic. The severity of a 
particular reaction should not be determined solely by the degree of 
ineffectiveness, since other factors, such as underlying defective atti- 
tude, other psychiatric or physical condition, ete., may contribute 
to the total ineffectiveness. 

Outstanding or conspicuous symptomatology may be added to 
any of the psychiatric diagnoses. 


1. Multiple diagnoses: psychiatric reactions with physical dis- 
orders.—The general principle governing recording of all diagnoses 
will likewise apply to the selection of the first diagnosis in cases 
that involve psychiatric conditions. The immediate condition that 
was principally responsible for the initial admission is to be con- 
sidered as the primary cause of admission and recorded as diag- 
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nosis 1. In applying this general principle to cases involving 
psychiatric conditions, the following combinations may be 
considered : 


a. Unrelated diagnoses.—Physical and mental disorders may 
coexist, but be causally unrelated. In such instances, the two or 
more conditions will be listed as separate diagnoses, the primary 
diagnosis being selected on the usual basis. Example: ‘‘1. dia- 
betes mellitus; 2. mental deficiency, primary; etc.’’ 


b. Related diagnoses.—Physical and mental disorders may 
coexist and be causally related. Whether the two conditions are 


recorded as separate diagnoses or as only one depends on the 
nature of the conditions. 


(1) Combinations requiring only one diagnosis.—In some 
instances, the mental reaction, though related, is not sufficiently 
developed as a clinical psychiatric entity to make a formal 
psychiatric diagnosis either necessary or indicated. For 
example, a patient with pneumonia may be apprehensive and 
tense; the mental status should be described in the clinical 
history or physical examination along with any other symptom 


or sign. Minor nonpsychotie mental reactions need be reported 
only thus; the individual medical record will carry only the 
nonpsychiatrie diagnosis. 

Definite pathological mental reactions, other than well- 
defined clinical syndromes, may often be symptoms of organic 
disease of the brain, including trauma or intoxication. These 
include such instances as delirium of febrile reaction, intoxica- 
tion with uremia, mental reactions with any systemic infec- 
tion and with brain infection, neoplasm, trauma, degenera- 
tive disease, or vascular disease. As such, these conditions 
are to be regarded as symptoms of the physical condition. 

Whenever such a mental reaction which does not constitute 
any of the well-defined clinical pictures is sufficiently pro- 
nounced to justify mention in the diagnosis, it will be recorded 
as a manifestation of the primary diagnosis. Since it does not 
constitute a well-defined clinical type, it will be specified as a 
nonpsychotie or psychotic reaction and amplified by one or 
more of the following descriptive terms as types: schizoid, 
paranoid, depressed, manic, euphoric, deteriorated, confused, 
anxious, agitated, panic, excited, delirious, apathetic, stu- 
porous, specific behavior disorder. The degree of stress, pre- 
disposition, and incapacity will not be listed. Examples: 
‘*svphilitie meningo-encephalitis, ‘old’, ete., manifested by psy- 
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chotic reaction, confused’’; ‘‘epidemic encephalitis, acute, etc., 
manifested by nonpsychotie reaction, behavior disorder.’’ 

There are other instances in which physical and mental 
disorders coexist, and in which the physical disorder is a 
manifestation of the psychiatric condition rather than a 
separate condition. Where this is true, only the psychiatric 
condition should be listed as a diagnosis, and the physical con- 
dition should be shown as a manifestation thereof. Example: 
‘‘pnsychogenie gastrointestinal reaction, chronic, severe, mani- 
fested by mucous colitis and hyperacidity.’’ 


(2) Combinations requiring separate diagnoses.—Physical 
and mental disorders may coexist and be causally related, with 
both conditions sufficiently marked and well defined to justify 
separate diagnosis. In such cases, the causal relationship of 
the diagnoses should be indicated. The selection of the order 
of the diagnoses will depend upon which condition was first 
in the chain of etiology; the one that caused or directly led 
to the other will be selected as first diagnosis. This order of 
diagnoses will be followed despite the fact that in most, if 
not all, cases the psychiatric symptomatology is related to 
personality factors existing prior to the physical disease or 
trauma. Example: ‘‘1. fracture of skull, simple, depressed, 
left occipital area, etc.; 2. paranoid state, precipitated by skull 
fractures, ete.’’ 


(3) Multiple psychiatric diagnoses.—If and when two sep- 
arate psychiatric conditions exist, such as a psychopathic per- 
sonality and a psychosis, both shall be recorded. If a diagnostic 
entity (which, if encountered as an isolated personality dis- 
turbance, would be recorded as the only diagnosis) is a part 
of a more extensive process or secondary to it, the primary 
diagnosis will be given, with the less important condition given 
as a manifestation of that diagnosis. Examples: ‘‘anxiety reac- 
tion manifested by somnambulism’’; ‘‘passive-aggressive reac- 
tion, manifested by enuresis (list other manifestations),’’ 
‘‘asocial reaction type with sexual sadism.”’ 

Some psychiatric conditions, if established as the primary 
diagnosis, are incompatible with certain other psychiatric 
diagnoses and will not be recorded as existing together. 
Example: psychoneurotic and psychotic reactions; acute sit- 
uational maladjustment with psychoneurotic or psychotic 
reactions; combat exhaustion with psychoneurotic or psy- 
chotie reactions. Many of these conditions may progress from 
one to another, but are not simultaneously present. Similarly, 
only one type of psychoneurotic or psychotic reaction will be 
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used as a diagnosis, even in the presence of symptoms of 
another type. The diagnosis in such eases will be based on the 
predominant type, with a statement of manifestations includ- 
ing symptoms of other types of reaction; thus: ‘‘anxiety 
reaction, with minor conversion symptoms, etc.’’ 


B. Clinical Records: 


For certain conditions, the diagnosis of merely the type of reaction 
does not furnish sufficient information to determine disposition. Thus, 
for example, the term ‘‘anxiety reaction’’ does not indicate whether 
the illness occurred in a previously normal or in a neurotic per- 
sonality; it does not indicate the degree and nature of the external 
stress; nor does it reveal the extremely important information as 
to the degree to which the patient’s functional capacity has been 
impaired. Therefore, for certain conditions as specified below, a 
complete diagnostic evaluation will be entered in the clinical records, 
including this information in addition to all of the requirements set 
forth above for recording diagnoses on the individual medical records. 
Each case so diagnosed will be evaluated from the following stand- 
points : 

Type and severity of symptoms (diagnostic term, recorded on 
individual medical records). 

External precipitating stress. 

Pre-morbid personality and predisposition. 

Degree of resultant incapacity (psychiatric disability). 


The complete diagnostic evaluation for such cases will be recorded 
in the clinical records and dated in those situations and installations 
in which the medical officer has sufficient opportunity to evaluate 
the various points. When he does not have sufficient opportunity 
or information, he should so indicate with the term ‘‘unknown”’ or 
“not determined.’’ It is extremely important that those medical 
officers in the field, such as the flight surgeon, the division psychiatrist, 
and the mental-hygiene consultation psychiatrist, should indicate 
the external stress, even though they may not have the opportunity 
to determine predisposition. 

In the utilization of this method of recording a diagnosis, it is 
essential to recognize that the time element is all-important; the 
diagnostic formulation on any particular date may—and in many 
cases, should—be changed at a subsequent date. A soldier may show 
marked incapacity upon admission to a hospital, but a few days 
later can return to duty with minor or no impairment. The disorder 
diagnosis of any particular type will in no way determine disposition 
and the functional incapacity, in eases where these are to be reported. 
Heretofore, the disorder diagnosis was all-important. Under the 
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present system, it becomes only one of the four factors to be considered 
in determining disposition. 


1. Conditions requiring complete diagnostic evaluation—The 
four points listed above will apply to the following diagnostic cate- 
gories: the transient personality reactions to acute or special stress 
(combat exhaustion and acute situational maladjustment), all types 
of psychoneurotic disorders, the immaturity reactions, and the vari- 
ous types of schizophrenic, affective, and paranoid disorders. The 
stress, predisposition, and degree of incapacity will not be outlined 
for the character and behavior disorders, except for immaturity 
reactions; for mental deficiency; or for psychotic reactions with 
organic etiology. 


2. Requirements of complete diagnostic evaluation: 


a. Type and severity of symptoms (the diagnostic term).— 
The provisions for individual medical recording above govern the 
recording of this first part of the four-part complete diagnos- 
tic evaluation. The severity of the reaction will be described by the 
appropriate word—‘‘mild,’’ ‘‘moderate,’’ ‘‘severe’’—and qual- 
ified as either ‘‘acute’’ or ‘‘chronic.’’ Outstanding or con- 
spicuous symptomatology may be listed. Example: ‘‘anxiety 


reaction, mild, chronic, manifested by loss of appetite and 
insomnia.’’ Obscure, ill-defined, and rarely used technical terms 
are to be avoided. If a reaction was severe and acute upon 
admission to a medical installation, but improvement or recovery 
was effected with treatment, it will be recorded as ‘‘ (type of 
reaction), acute, severe, improved, or recovered.’’ 


b. Stress —Under this heading the external stress is to be 
evaluated as to type, degree, and duration. The stress will 
generally refer to the environmental situation, army or other- 
wise, that is the direct cause of the reaction manifest in the 
patient. Unconscious internal conflicts will not be considered 
external stresses. The evaluation of the unconscious internal 
conflicts is important both in the understanding of the nature 
of the clinical picture and in determining a basis for treatment 
and for estimating prognosis. It is omitted here only because 
of the difficulty in its uniform formulation and the varying 
degrees of understanding of psychodynamics by medical officers 
practicing psychiatry in the army. 

The judgment of the military stress can be made most 
accurately by the medical officer in the patient’s own unit, 
since living in the same environment qualifies him to judge 
the stress. The opinion of the individual’s commanding officer 
may be of value. It may be more difficult for a hospital psy- 
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chiatrist to evaluate the stress to which the individual has been 
subjected, and when the stress cannot be determined, it should 
be recorded as ‘‘unknown.”’ 

The degree of stress—whether that of combat, regimentation, 
training, isolation, or other type—must be evaluated in terms 
of its effect on the ‘‘average man’’ of the group, rather than 
on the patient. It should not be presumed that a particular 
environmental stress is severe because one or even several indi- 
viduals react poorly to it, since these individuals may have had 
poor resistance to this stress. Stress will be classified as ‘‘severe,’’ 
**moderate,’’ and ‘‘minimal.’’ Severe stress is such that the 
average man could be expected to develop disabling psychiatric 
symptoms when exposed to it. Minimal stress is such that the 
average man could be exposed to it without developing psychiatric 
symptoms. Examples of recording stress: ‘‘Severe stress of 60 
days continuous combat as a rifleman’’; ‘‘Severe stress of 30 
hazardous combat missions’’; ‘‘ Moderate stress of serious chronic 
domestic problems’’; ‘‘Stress unknown or not determined.’’ 

e. Predisposition—The description of the predisposition will 
consist of a brief statement of the outstanding personality traits 
or weaknesses which have resulted from inheritance and develop- 
ment and an evaluation of the degree of predisposition based on 
past history and personality traits, recorded as ‘‘no predisposi- 
tion evident’’; ‘‘mild’’; ‘‘moderate’’; and ‘‘severe.’’ 


(1) No predisposition evident—This description will be 
used when there is no evidence of previous personality traits 
that appear to be related to the patient’s present illness, and 
when there is no positive history of psychoneurotie or other 
mental illness in his immediate family. 


(2) Mild predisposition.—This description will be used 
when the patient’s history reveals mild transient psychological 
(emotional) upsets and abnormal personality traits, or defect 
of intelligence, which, however, did not require medical care. 
It will also be used when there is a past history of mental 
illness in the patient’s family. 


(3) Moderate predisposition.—This description will be used 
when the patient has a personal history of partially incapaci- 
tating psychological (emotion) upsets or abnormal personality 
traits or defects in intelligence that resulted in his social 
maladjustment. 


(4) Severe predisposition.—This description will be used in 
the presence of the patient’s definite history of previous overt 
emotional or mental illness or disorder. 
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d. Degree of incapacity (psychiatric disability) —The psy- 
chiatric disability represents the degree to which the individual’s 
total functional capacity has been impaired by the psychiatric 
condition. This is not necessarily the same as ineffectiveness and, 
therefore, the degree of incapacity reported should not be deter- 
mined solely by the degree of ineffectiveness. Effectiveness in 
any particular job is a resultant of the individual’s emotional 
stability, intellect, physical condition, attitude, training, etc., 
as well as of the degree and type of his psychiatric disability. 
Depending upon circumstances, a man with a moderate psychia- 
tric disability may be more effective than another man with a 
minimal disability. Degree of incapacity, as used here, refers only 
to ineffectiveness resulting from the current psychiatric 
disability. 

The degree of disability at the time of original consultation 
or admission to the hospital will often vary from the degree of 
impairment after treatment. Disability at the termination of 
treatment represents the residual or persistent impairment. It 
will be recorded as ‘‘none’’, ‘‘minimal’’, ‘‘moderate’’, ‘‘marked.’’ 
The individual’s capacity to perform military service will be 
used as the base line in estimating the degree of impairment. 


(1) No impairment.—This term will be used when, in the 
opinion of the medical officer, there are not medical reasons for 
changing the patient’s current assignment or duty. An indi- 
vidual may have certain symptoms and yet have no medical 
reason for not performing full duty. For instance, symptoms 
of anxiety state are present in the majority of troops engaged 
in combat; a returnee with mild symptoms may fail to function 
because of his attitude and not because of the severity of his 
illness. 


(2) Minimal impairment.—This term will be used to indi- 
cate a slight residual degree of impairment in the patient’s 
ability to carry on in his current assignment or duty. 


(3) Moderate impairment.—This term will be used to indi- 
eate a residual degree of incapacity that seriously, but not 
totally, interferes with the patient’s ability to carry on in his 
current assignment or duty. 


(4) Marked impairment.—This term will be used to indi- 
cate a residual degree of incapacity that totally prevents the 
patient from functioning satisfactorily in his current assign- 
ment. As in all cases of incapacity, the impairment may be 
temporary ; in some cases, it may be permanent. 
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Back To Lire: THE EmMotTionaL ADJUSTMENT OF OuR VETERANS. By 
Herbert I. Kupper, M.D. New York: L. B. Fisher Publishing 
Company, 1945. 220 p. 


This book presents the problems of emotional readjustment of 
veterans as seen by a psychiatrist who served three years in the 
United States Public Health Service. An adequate formulation of 
this highly complex issue is no easy task. Nevertheless, the author 
has made a commendable effort in this direction. The book is a small 
one, but its scope is broad. It contains a clear description of the 
more significant varieties of emotional reaction in service men and 
veterans, a discussion of the problem of readjustment to the home 
community, sound advice to relatives of veterans, and a guide to 
professional facilities that are available to veterans with personality 
difficulties. The treatment of the subject is thoughtful; the style 
of writing is free and facile and makes good reading. 

The problem of the mental health of veterans is recognized not as 
a thing apart, but as inextricably linked with the broad problem 
of the mental health of the entire nation. Not only has the person- 
ality of the veterans undergone significant change as a result of war, 
but society and civilians, too, have undergone significant transforma- 
tion. The veteran’s adaptive task is to adapt not only to changes 
within his own personality, but also to changes in his home com- 
munity and in civilian attitudes. In the foreword, Dr. Robert H. 
Felix properly states: ‘‘The problem, then, is just as much one of 
readjusting the community as of readjusting individuals.’’ 

The ‘‘chip-on-the-shoulder’’ attitude of the veteran is no accident. 
Having risked his life for his country, he soberly re-appraises the 
meaning of his life, and critically reéxamines the values of the society 
for which he has risked the supreme sacrifice. He has suffered 
significant disillusionment, and has become intolerant of the con- 
tradictions, injustices, and hypocrisies of conventional social stan- 
dards. The core of the veteran’s problem is this very disillusion- 
ment. Having had a close view of death, has he not the right to 
demand that society be what it should be, or at least better than 
it was? 

The author applies psychoanalytic concepts of unconscious mech- 
anisms to the explanation of deviant behavior patterns in veterans. 
Some of the case histories quoted, however, are unconvincing in 
that the formulations of unconscious mechanisms sound too pat. For 
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example, on page 101 the author explains compulsive promiscuity 
simply as the search for an ideal mother. This is obviously inade- 
quate. There are other similar instances of undue generalization. 

Here and there the formulation of unconscious conflict patterns 
seems disproportionately stressed, with insufficient consideration of 
the total patterns of ego integration. It is difficult to explain war 
neuroses without paying adequate attention to phenomena of ego 
disorganization, which in turn encourages regressive expressions of 
the unconscious. Personality breakdowns during combat are not 
conditioned primarily by the specific configurations of unconscious 
conflicts, but rather by certain qualities and degrees of weakness of 
ego integration. 

In the abnormal environment of war, the heightened consciousness 
of the threat to life itself and to the total integrity of the psyche 
arouses an intense dread of aloneness, intensifies dependent strivings, 
and incites a strong need for group security. This is the basis for 
the tremendous significance of group morale, and it provides the 
dynamic matrix for the effectiveness of group psychotherapy in a 
setting of combat. 

Another point worthy of mention is the author’s tendency to sug- 
gest that the individual personality structure is more important 
than other etiological factors. Is it logical to set up an either-or 
proposition with regard to the multiple causes of war neuroses? 
The factors of predisposition in the individual personality, the pre- 
cipitating stress in the external situation, and the influence of group 
psychological phenomena are certainly not mutually exclusive factors 
in the production of these disorders. A proper explanation of such 
breakdowns necessitates a clear definition of the interaction of intra- 
psychic factors with the surrounding social forces and the prevailing 
group dynamics. 

It may be in order to protest against certain oversimplifications, 
such, for example, as that on page 117: ‘‘Children are infant replicas 
of the adult veteran and to a certain extent his actions resemble 
theirs.’’ This is an inaccurate statement. A child is not simply a 
small edition of an adult nor is a regressed, disorganized adult a 
child. Children and adults are differently integrated organisms. 
This convenient parallel between mentally sick adults and ehildren 
is much overworked and leads to some serious misconceptions. 

There is one theoretical principle the validity of which should be 
challenged—namely, the tendency to equate the laws of individual 
behavior with the laws of mass behavior. On page 137, the author 
discusses the destructive tendencies in individual personality and 
then, seeming to involve the theory of the ‘‘death instinct,’’ makes the 
statement: ‘‘Such an innate destructive urge is a dynamic principle 
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in any social or political group.’’ This type of thinking is methodo- 
logically fallacious and perhaps dangerous, because it provides an 
apology for destructive social forces, which could well be eliminated. 

The chapter that depicts the unrest of post-war society is excellent. 
It should be emphasized again and again that the task of social 
re-adaptation of the veteran is made all the more difficult by the 
irrational, unbalanced nature of the post-war world. The veteran 
has experienced the abnormal environment of war, has struggled to 
accomodate to the profound emotional change in his own being, and 
now confronts the additional burden of adapting to the unstable and 
somewhat chaotic social patterns of post-war society. It is at this 
point that the insecurity and irrational hostilities of the veteran 
produce the greatest danger of Fascist movements and intensified 
racial conflicts. One conceivable antidote is the avoidance of too 
much segregation of veterans from the rest of civilian society. Quick 
assimilation is the most effective answer to such social dangers. 

The final chapter in the book suggests guiding lines along which 
the community can be organized to provide the most expert pro- 
fessional services for veterans. Here the author is eclectic, intelli- 
gently discussing employment, social services, vocational guidance, 
group psychotherapy, and the more specific therapies available in 
clinics. 

Putting the theoretical issues aside, one can say that the book is a 
fine one which should be read widely by both lay and professional 
persons. NATHAN W. ACKERMAN. 

New York City. 


PSYCHOLOGY FOR THE ARMED Services. Edited by Edwin G. Boring. 
Washington: The Infantry Journal, 1945. 533 p. 


This is a second volume on the applications of psychology to 
military problems prepared by a committee of the National Research 
Council. The first, Psychology for the Fighting Man, published in 
1943, was designed for enlisted personnel. In pocket form, brief 
and nontechnical, it was enormously popular with G.I.’s. every- 
where and led immediately to a demand for a more detailed and 
ample treatment. The present volume is essentially a textbook written 
on the college level and addressed more especially to military and 
naval leaders. More than a score of specialists contributed, but, 
instead of twenty-four chapters by different authors, each with his 
own style, most of the text is by Professor Boring. 

The volume covers the major topics of conventional civilian texts, 
but the whole treatment has a practical military emphasis and a 
freshness and vividness of application that are often transforming. 
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No better introductory textbook chapters on vision, hearing, smell, 
and equilibrium have been written. There are excellent chapters on 
topographical orientation, efficiency and fatigue, selection of men, 
motivation and morale, fear and anger, sex, rumor, panic and mobs, 
propaganda, and racial differences. 

The chapter on leadership falls below the general standard. That 
on learning, while containing much sound advice, is confused and 
repetitious. An example is the coining of a new word, ‘‘reénforce- 
ment,’’ which is identified with generalization and transfer of train- 
ing. This will certainly confuse students who may be familiar with 
the altogether different concept of ‘‘reinforcement,’’ which is not even 
mentioned. It would seem probable that Professor Boring felt free 
to rewrite the contributions of civilians, but not this chapter on 
learning, by Lieutenant Colonel Seidenfeld. 

This volume will doubtless be the standard text on psychology for 
the army and navy, but it is definitely not a mere war book. There 
are many situations in which it might well serve as the textbook of 
choice for civilians in peace time. Frank K. SHUTTLEWORTH. 


The City College, College of the City of New York. 


THe GovERNING oF Men. By Alexander H. Leighton. Princeton: 
Princeton University Press, 1945. 404 p. 


Besides being a storehouse of source material for students of 
mental hygiene or social psychology, this volume makes an excellent 
textbook for parents, teachers, personnel workers, administrators. 
It is a report on the human problems arising from the assembling 
in Poston, Arizona, of one of the groups ordered evacuated from 
the Pacific Coast early in 1942. Fear that invasion might be sup- 
ported by residents of Japanese blood, and that attacks might be 
made on these persons by their American neighbors, led President 
Roosevelt to sign the order removing some hundred thousand residents 
of Japanese origin into the so-called relocation centers. What hap- 
pened in one of these places, and what can be learned from the 
experience, make the subject of this careful, lively, well-written report 
by a student of psychology and social anthropology. 

Dr. Leighton concerns himself with the way that the problems 
arising in this one spot raise ‘‘the question of what in ali this is 
recurrently human.”’ 

‘*Under the confusion, under the excited passions, amidst all the 
milling and cross-pulling, what general characteristics of human nature 
are in action, a knowledge of which would prevent such sudden diseases 
of society as this? The breakdown of man’s organizations of himself 
and his fellow are not events isolated in evacuation camps. They cover 
as much of the earth as is covered by the human race, and questions 





BOOK REVIEWS 481 


that run deeply into the fate of mankind in a shrinking world are 
involved. Included are such things as the rights of citizens, the treat- 
ment of minority groups in the heart of a nation, and the capacity of 
a democracy for efficient, consistent government and just international 
relations’’ (p. 6). 


To illustrate first something of what the evacuation meant, Dr. 
Leighton quotes typical utterances by young and old persons so 
removed, and by outsiders as different as rabble-rousing super- 
Americans and objective investigators. Getting the uprooted popu- 
lation settled at a spot turned over for this purpose by the Bureau of 
Indian Affairs was loaded with difficulties. Sometimes the lines of 
authority were not clearly marked. Needed supplies were not sent 
on time or not sent at all. While the persons in charge were selected 
in the main with an eye to their understanding that the center was 
not to be an imitation of a Nazi concentration camp, there were wide 
differences among the staff. Some were people-minded, others were 
stereotype-minded. Among the latter were many convinced that 
everybody with Japanese blood was reptilian. Others had no such 
prejudice, but were the sort who in any matter would look not at 
this human being or that, but at the printed instructions, the card 
indexes, the routine reports. 

Strange as it may seem to many persons, among the evacuees 
themselves were highly marked differences of age, religion, culture, 
social standing, and character—e.g., between responsible heads of 
families and dissolute bachelors. All these divergences were piled 
on the outstanding differences separating the Niseis or native Ameri- 
cans (mostly younger) from the Isseis or persons born in Japan, 
and both from the Kibeis, or Niseis who had been sent back to Japan 
for their schooling. 

These people had just one thing in common—their varying degrees 
of bewildered resentment at being deprived of their freedom, uprooted 
from their homes—many of them were city-dwellers—and forced to 
live in a desert, all under conditions they would not have chosen. 
If our men in uniform were not given to extravagant praises of their 
army camps, these other people could not regard their deprivations 
even as a contribution to a great cause. They were frustrated and 
resentful, understandably suspicious of even those administrators 
who were kind and wise. 

Nor did this unity in frustration lead always to harmonious rela- 
tions among themselves. Allies in the recent war have been disagree- 
ing bitterly during the peace. Serious upheavals do not of them- 
selves bring out the best in people. (At many a funeral, the decorous 
silence of the mourners covers over family rows that may even grow 
worse.) So it need not astonish us to learn that unity in frustration 
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generated few lasting harmonies among the evacuees at Poston. 
Besides the differences already mentioned, many persons suspected 
others of being ‘‘dogs,’’ the name they gave to those who were 
agents of the Federal Bureau of Investigation. 


‘*Numbers of men were thought to be ‘dogs’ without any reasonable 
basis. The point about the ‘dogs’ was not so much the detection and 
punishment of the really guilty as it was the finding of persons who 
could be regarded as guilty and thus stand for easily understood con- 
crete, obvious, and reachable causes of the personal misery which 
permeated the Center. Hating and beating these ‘dogs’ gave the people 
a feeling of doing something, of ‘making somebody suffer for this,’ 
of cleaning out the evil that lay within their own group and of pulling 
in harmony with each other again’’ (p. 300). 


‘*The evacuees were probably doing much the same as the people of 
California had done when, suffering the discomforts of war preparation 
and frightened by events in the Pacific, they uncritically attributed 
espionage and sabotage to the Japanese-Americans and clamored for 
their removal without being willing to leave the matter to the Army, 
Naval and Federal intelligence offices responsible for security. Bitterly 
as the evacuees resented the way they had been treated by other Cali- 
fornians and much as they complained of ‘injustice,’ they were blind 
to the fact that their attitudes toward ‘dogs’ displayed the very same 
kind of prejudicial belief’’ (p. 301). 


Elsewhere, too, the author reminds us, severe and prolonged frus- 
tration may lead to codperation with the agencies responsible, or to 
withdrawal, or to aggression, even to lawlessness, with no apparent 
object beyond the joy of getting some immediate release. To meet 
the many problems thus presented, the administration wisely decided 
to institute the fullest possible measure of self-government or rather 
(since the residents were not responsible for the initiation of the 
project) of attainable participation. 

This did not lessen the difficulties. Indeed the military rule that 
some people longed to establish would have made the task easier. But 
the leading thought was to treat the residents as human beings whose 
hearty codperation would be better for them, better for America, 
better for the good name of our country among all, in the Pacific 
regions and elsewhere, who would hear about their treatment. 

That a serious strike broke out and that the whole experience 
was a constant strain upon the administrators is no reflection upon 
their ability. Every thoughtful reader of this book will agree that 
without the codperation, which was indeed secured in the face of 
appalling difficulties, the troubles would have been still greater and 
the resentments in many hearts still more justified. 

Among the difficulties this one further illustration may be men- 
tioned. Patrioteering newspapers did their worst to bedevil the 
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more humane procedures. They spread rumors of spy rings. Wit- 
nesses before the Dies committee told how evacuees in Arizona were 
hiding food in the desert for Japanese invading paratroopers, when 
in reality some of the residents were digging cellers to protect vegeta- 
bles from the Arizona sun. 

These experiences are recounted in the first of Dr. Leighton’s 
report. The remaining chapters consider how the findings fit in 
with general principles agreed upon by students in related fields. 
Among such are: Stop thinking of people as racial, national, or 
class stereotypes. Think of basic similarities and differences as mat- 
ters not to be dismissed as ‘‘inscrutable,’’ but as occasions for clearer 
understanding. When individuals are under stress, try to get at 
the specific disturbances to their emotions and thoughts. ‘‘ Consider 
aggression as a human reaction to circumstances, not merely as 
innate cussedness, the work of evil man, or a racial peculiarity. .. . 
Try to guide and control the aggression, not to stamp it out.’’ 
People perceive stress and react to it through their systems of belief. 
Therefore, the good administrator does not dismiss as merely irra- 
. tional whatever disagrees with his own belief system. He tries to 
understand it. The same truth applies to the organization of his 
own staff where conflict, frustration, uncertainty, need to be made 
over into live, codperative interest. 

The wisdom of such general recommendations is brought home 
from the experiences here treated. They have been so eminently 
attested as sound that pessimists may ask, ‘‘Why are they not applied 
everywhere—in the education of children, in labor relations, in the 
adjustments of groups of varied color or ancestry, in the dealings of 
nations?’’ Others will say, ‘‘Give us time. Let the light spread.’’ 
Here this volume will surely help. HENRY NEUMANN. 
Brooklyn Society for Ethical Culture. 


IVERYDAY PsycuiaTry. By John D. Campbell, M.D. Philadelphia: 
J. B. Lippincott Company, 1945. 333 p. 


Both the author and the publisher make the claim that this work 
bridges the gap between psychiatry and medicine. It is true that, 
by stressing the symptomatic approach and the great importance 
of the inherited portion of the total personality picture, the author 
spares us a great deal of complex theory. And about half the book 
deals with the psychoneuroses, alcoholism, homosexual problems, and 
so on, which come trooping through the general practitioner’s office. 
If we were to agree that ‘‘four basic traits are constitutional and 
immutable—intelligence, conscience, emotional reaction, and psycho- 
sexual development’’—the whole business is not as intricate and 
slippery as one usually thinks. 
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But this is not carrying psychiatry to our medical colleagues. The 
first eight chapters are full of argument with other schools of thought 
in our field, and one has to go to page 278 before one finds, tucked 
shyly away, the statement that ‘‘it is important to place the patient 
at ease.’” The way that one approaches this whole field and simple 
tutoring in the use of friendly tools are not discussed. 

It is refreshing to read so consistent (and well-built) an effort 
at a coverage that depends only on what one can observe at the 
conscious level. From this point of view the book is a solid con- 
tribution to psychiatric theory. It is not, however, one sort of 
psychiatry or another that is easier for the general practitioner to 
compass. The careful listing of symptoms and a simpler index of 
‘‘causes’’ are not what he needs to-day. 

We still await the book that will recapture the medical approach 
of before the days of intense specialization and that will translate 
the data of psychiatry’s last fifty years into a language consonant 
with that approach. 

JAMES §. PLANT. 

Essex County Juvenile Clinic, 

Newark, New Jersey. 


A HAnpBook or Psycui1atry. By Louis J. Karnosh and Edward M. 
Zucker. St. Louis: C. V. Mosby Company, 1945. 302 p. 


This volume of thirty-three chapters purports to be a reference 
book for the general practitioner. According to the statement of 
the authors, it has been simplified as much as possible. This attempt 
to make the book easily readable has resulted in condensations that 
place the volume rather in the category of a syllabus or short text 
than in that of a handbook. The references at the end of each 
chapter are very incomplete and sketchy. There is no comprehensive 
bibliography. There is, however, a fairly complete glossary and 
a useable index. The illustrations are clear cut and aptly illustrate 
the text. 

The greatest lack in the book is the inadequate description of all 
therapeutic procedures. In some instances the therapy recommended 
is old-fashioned and inadequate, while dosages of common, useful 
drugs are frequently omitted. The use of new and experimental 
remedies, such as penicillin in the treatment of neurosyphilis, is 
dwelt upon, while the established treatment of the same disease with 
artificial fever is given a bare page of description without a single 
reference. In fact, it is this lack of references to original articles 
that is the most inadequate feature of the volume. For the most 
part the authors refer to other textbooks. 
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The original drawings by the authors, such as those illustrating 
the mental mechanisms of the neuroses, are ingenious and interest- 
ing. They serve to clarify the text. In fact, the three chapters on 
the neuroses are undoubtedly the outstanding high lights of the 
book. 

The volume might well serve as a text for nurses or for beginning 
medical students. With a little more research and attention to 
detail and a great deal of amplification, it could become a handbook, 
but one can hardly expect to condense a handbook into three 
hundred and two pages. As stated before, it might have been better 
to designate the book as a syllabus; as such it answers all 
requirements. CLARENCE A. NEYMANN. 


Cook County Psychopathic Hospital, Chicago. 


Tue Psycu1atry OF Roperr Burton. By Bergen Evans, in consulta- 
tion with George J. Mohr, M.D. New York: Columbia University 
Press, 1944. 129 p. 


To judge from data given in the preface to this book, Robert Bur- 
ton’s The Anatomy of Melancholy must have been, for its time, akin 
to our current popular best-sellers. First published in 1621, three 
editions were soon sold and two more appeared before the author’s 
death in 1640, after which there were three additional editions. Thus 
it apparently had a real vogue, running to some eight editions, in the 
seventeenth century. Thereafter, interest in the work lapsed, and 
revived in the nineteenth century only because of the quaint style of 
the writing. In the twentieth century came suggestions as to its 
psychiatric significance ; for instance, in 1914, Sir William Osler men- 
tioned its value to psychiatry, and in 1927 Floyd Dell called Burton 
a scholarly precursor of Freud, though the present evaluators con- 
sider this too great praise. Now, with less overenthusiasm, but with 
sober judgment, Mr. Evans, with the aid of Dr. Mohr, reviews the 
Anatomy from the psychiatric standpoint, in a well-annotated book 
and with a bibliography that also is well annotated. 

The first chapter gives such biographical facts as have been gleaned 
about Burton, but especially includes a description of his personality 
as typically that of the melancholic. The evidence suggests that 
he wrote his treatise after long personal suffering from depression, 
probably in a period of recovery from such a mental illness. Perhaps 
it might be said that in his writing he was motivated somewhat as 
was Clifford Beers when he wrote A Mind That Found Itself, hun- 
dreds of years later, by a wish to help others who were victims of 
mental illness. In the second chapter, however, it also appears 
that Burton’s writing was an emotional outlet and that his so-called 
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quaint style was to some extent an expression of his personality. 
The next three chapters summarize pertinent material in Burton’s 
book with respect to the symptoms, etiology, and therapy of 
melancholia. 

The concluding chapter evaluates these contributions in the light 
of modern psychiatric knowledge. Some of the high lights from these 
conclusions are as follows: Burton recognized that melancholia had 
anxiety as a central symptom and differentiated between real anxiety 
and that arising from feelings of guilt. He observed tendencies 
toward aggression as well as self-depreciation, characteristic of the 
depressed individual, and saw that for this type of personality a 
sense of inner frustration robbed achievement of most of its satis- 
faction. Burton lacked the dynamic psychological concepts that we 
now have and hence did not comprehend the connection between 
ambivalent impulses. He did not see, for example, that the depressed 
person’s self-aggressive reactions are the same as his reactions to 
others, only directed against himself. 

Nevertheless, Burton’s ideas on psychotherapy were really amazing 
for his times. He noted the importance of the emotional relationship 
between therapist and patient, the need for tolerance and kindness 
(but not indulgence or reassurance) on the part of the physician, 
the necessity for the patient’s effort and wish for recovery to be 
so sincere that he can make sacrifices in order to be cured. On 
such matters, modern psychoanalytic therapy probably would 
heartily agree. 

This summary and evaluation of the Anatomy deserves wide read- 
ing and may stimulate an interest in looking up Burton’s original 
treatise, which fortunately has been put into readable form by 
Floyd Dell and Paul Jordan-Smith, according to Mr. Bergen’s 
bibliography. PHYLLIS BLANCHARD 


Philadelphia Child Guidance Clinic. 


ENCYCLOPEDIA OF CHILD GumpaNce. Edited by Ralph B. Winn. New 
York: The Philosophical Library, 1943. 456 p. 


It is indeed an ambitious task to write an encyclopedia of child 
guidance, for it is a complex field, what with its ramifications in 
psychology, psychiatry, pediatrics, hygiene, education, sociology and 
social work, anthropology, ete. Seventy-four representatives of these 
various fields have contributed to the present volume 218 items, 
ranging from ‘‘ Ability’? to ‘‘Wishful Thinking.’’ As would be 
expected, the discussions are uneven in style and definitiveness. 
Then, too, many of the definitions are couched in terms of child 
development rather than in the clinical concepts of child guidance. 
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Probably that makes for greater specificity, but it definitely detracts 
from clinical application. 

Yet such a book is not without considerable value to students and 
readers who need definitions and succinct discussions of some basic 
concepts. Henry C. SCHUMACHER. 


Cleveland Guidance Center. 


Ir’s A Wise Parent. By Mollie Stevens Smart and Russell Cork 
Smart. New York: Charles Seribner’s Sons, 1944. 206 p. 


It truly is a wise parent who not only knows his own child, but 
enjoys him as well. In the abundance of advice now available 
to new parents, it is easy to become bewildered and overanxious 
and to lose one’s way in the discussions of problems that every 
healthy child presents. Here is a jolly, breezy, practical book in 
which children dance across every page and furnish vivid illustrations 
for presenting general rules and specific pointers for playing the 
game of parenthood. The authors have succeeded in showing how 
our scientific knowledge about child development can be used in 
the day-by-day, minute-by-minute whirl of living with the same 
skill and thrill that come with enthusiastic sportsmanship in any field. 

The writers can be convincing because they are, themselves, ‘‘prac- 


ticing parents,’’ as well as thorough experts in the field of child 
psychology. The book is illustrated by humorous and delightfully 
realistic drawings by Ruth Wood, and there is a short, but well-chosen 
list of other books for supplementary reading. JuvuLia MATHEws. 


Child Guidance Clinic of Los Angeles. 


PRACTICAL OCCUPATIONAL THERAPY FOR THE MENTALLY AND NERV- 
ousty Inn. By Louis J. Haas. Milwaukee: The Bruce 
Publishing Company, 1944. 432 p. 


This book, by the director of men’s therapeutic occupations at The 
New York Hospital—Westchester Division, is an excellent presenta- 
tion of its subject, and a copy should be in every mental-hospital 
library. It should also be available to any and all who are connected 
in any way with the application of occupational therapy, as much 
information may be gained from it. 

The book has a foreword by Dr. Clarence O. Cheney, who states: 

‘*The present volume presents the results of accumulated experience 
which has been derived from a continuation since 1925 of the direction 
of the department of the same hospital, the name of which was changed 
in 1936 to The New York Hospital—Westchester Division. Such an 
experience with mentally ill men patients, who in general have been 
representatives of a wide variety of professional groups, has been a 
challenge to one’s resourcefulness and ingenuity in developing plans and 
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procedures that would be helpful as well as interesting to the patient. 
That Mr. Haas has responded in an admirable way to this challenge 
is clearly demonstrated in the present volume.’’ 


Those who are familiar with the work of Mr. Haas can endorse 
this statement most heartily. 


In the preface that follows, Mr. Haas refers briefly to the develop- 
ment of occupational therapy and more especially to his own work 
and that of others which have caused it to become a valuable 
therapeutic adjunct. 


This is followed by Part I, the first chapter of which takes a 
glance at the history of occupational therapy. Here are cited a 
number of ancient medical writers who recognized the value of occu- 
pation in the care of the sick, and other more modern writers, both 
living and dead. This chapter, like most of the others, is followed 
by a bibliography which should prove of especial value to the student 
of occupational therapy. 


Chapter 2, Mission and Aims, is an excellent presentation which 
should be read by every medical student, as it clearly sets forth 
the rationale of this form of treatment, and the student will be 
able to appreciate its reason and value when he sees it applied. 
It is also probable that many physicians in practice will profit by 
a perusal. 

Receiving a New Patient, the next chapter, is written directly 
for the therapist. ‘‘Slipshod reception of a new patient will not 
inspire whole-hearted codéperation with the therapist nor faith in the 
therapeutic effectiveness of the treatment presented.’’ Here, again, 
the young medico may gain much help and understanding. 

Chapter 4, Administering the Prescription, gives case abstracts 
which graphically present some of the problems met with and shows 
how they were overcome. Here both the therapist and the young 
psychiatrist will gain much helpful information. The chapter that 
follows, Individualizing the Treatment, also makes use of case 
abstracts or references which clearly point out the need for this 
procedure. 


Chapter 6 deals with the question: ‘‘Can treatment be misap- 
plied?’’ Again by means of brief case abstracts, it is shown that the 
individual and his problems must be carefully considered in applying 
treatment. In the illustrative cases, some of the problems met by 
the psychiatrist and the therapist are well shown. 


Chapter 7, Crafts Adapted to Occupational Therapy Needs: Their 
Relative Importance, takes up several questions, among them the 
precautions necessary. A chart illustrates the crafts that require 
no tools and those in which tools may become an element of danger 
to the suicidal patieat—or to others if the patient has homicidal 
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tendencies. Consideration is also given to tools that are relatively 
simple and those that are more complicated. It is easily under- 
standable that if a patient is prescribed an occupation too difficult 
for him, he will become discouraged and develop a sense of inferiority. 
The prescribing psychiatrist who may not be craft-minded will gain 
much from this chapter. 

In Chapter 8, Standards for Occupational Therapy: How Attained 
and Maintained, thoughtful consideration is given to the value of 
crafts and the adaptation of methods of reaching patients, such as 
the blind, the deaf, or the left-handed, through unblocked sense 
channels. This chapter deals also with interdepartmental codperation 
and other matters that tend to make an excellent adjunct to treat- 
ment by the occupational-therapy service. Such things as files of 
designs, libraries of books and inspirational designs, and other systems 
are all shown to have value in this service. 

Chapter 9, Miscellaneous Problems, discusses such questions as, 
**Should the patient be made to correct mistakes?’’ ‘‘What is the 
most popular craft?’’ ‘‘Can the director of occupational therapy 
receive orders from outside for products of the department without 
in some measure sacrificing the therapeutic value of the work?’’ 
“What becomes of the products of certain shops?’’ All these are 
discussed most understandingly and several case abstracts show how 
tact and diplomacy were able to bring about desired results. 

Part II begins with Chapter 10, The Departmental Organization: 
Its Management, Records and Relation to Hospital Service, which 
is largely descriptive of the author’s personal experience, but shows 
how modifications may be made under less favorable conditions. 

Chapter 11, Selection, Modification, and Care of Tools, is made 
more emphatic by the illustrations, which show forms of tool cabinets 
that in the experience of the author have proved most satisfactory. 

Chapter 12, Equipment: Its Selection, Modification, and Care, 
deals with methods of storage, tables, looms, work benches and chairs, 
most of which were originally designed by the author or were modified 
from other designs to make them more convenient and labor saving. 
The next chapter, Selection and Care of Supplies, also deals with 
the practical part of shop management and gives valuable advice on 
how supplies should be cared for. 

Chapter 14, Accommodations for Occupational Therapy: The 
Occupational-Therapy Pavilion, is largely descriptive of the men’s 
and women’s therapy buildings at The New York Hospital—West- 
chester Division, although similar units are described, and the prin- 
ciples that guided the architectural arrangements are clearly stated. 
It would be well if more attention had been paid in the past to 
these principles by architects and hospital superintendents, for too 
frequently the quarters allotted to occupational-therapy units have 
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been basement rooms or other space which no one else seemed 
to desire. 

Part III deals with a number of crafts to which Mr. Haas has 
made valuable contributions in methods, or in which he has originated 
new uses of tools—for example, wood rasp carving and fold-ups. 
All of the chapters are characterized by the simplicity and clearness 
of expression that mark this author’s writing. A number of them 
epitomize some of his previous publications and are illustrated with 
the excellent diagrams used in these smaller books. The lavish use 
of illustrations undoubtedly is largely responsible for the cost of 
the book, but they add greatly to its value. 

Psychiatrists, occupational therapists, and even craftsmen will gain 
much from this book and it is most heartily recommended to them. 


Witui1AmM Rusu Dunton, Jr. 
Catonsville, Maryland. 


THEORY OF OCCUPATIONAL THERAPY. By Nora H. Haworth and 
E. Mary Macdonald. Second edition. London: Bailliére, Tindall 
and Cox, 1944. 148 p. 


This is the second edition of a book written for students and nurses 
who are interested in studying the theory and practice of occupa- 
tional therapy. The book is designed especially to give nurses insight 
into the theory of occupational therapy, and sufficient knowledge of 
several craft techniques to enable them to assist in the presentation 
of occupational therapy in the hospital or home, under the super- 
vision of the physician and trained therapist. 

This second edition presents a considerable amount of new material 
not found in the first edition. Additions have been made to. the 
chapter on occupational therapy in a general hospital, and to the 
presentation of the treatment of cardiac cases, head injuries, and 
arthritis. The brief introduction and history found in the introduc- 
tion (Chapter I) adds a few new British links to the international 
chain of occupational-therapy development. 

More interesting than the above, however, is the picture drawn of 
the scope of occupational therapy under war conditions. The record- 
ing of the organization of the emergency medical service to meet 
therapeutic and rehabilitation needs among the population of bombed 
cities is enlightening. 

Chapter II presents occupational therapy in the treatment of 
mental disorders, and half of its forty-six pages are devoted to 
patterns and designs and the techniques of a number of simple 
activities which the nurse might employ in the interests of mental 
patients. 

Chapters III and IV present occupational therapy in the general 
hospital. Treatment is considered briefly for orthopedic and surgical 
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eases, for arthritis, deformities of the spine, neuro-muscular lesions, 
head injuries, cardiac conditions, and tuberculosis. 

Chapter V, on equipment, apparatus, materials, and so on, describes 
a number of pieces of equipment planned and adapted to treatment. 
Records, prescriptions, finance, and so forth, are presented in 
Chapters VI and VII. Chapter VIII, on training, is followed by a 
bibliography. 

The book is a definite contribution to the literature of occupational 
therapy. Louis J. Haas. 

White Plains, New York. 


THe STORY OF THE SPRINGFIELD PLAN. By Clarence I. Chatto and 
Alice L. Halligan. New York: Barnes and Noble, 1945. 201 p. 


The question often has been asked, How can the school life of 
children be more closely integrated with their home and play life? 
How can these so often widely separated activities come to have 
related meanings? This question ties in with another: Does the 
American school educate for citizenship in what we believe is the 
American Democracy? These are important questions for mental 
hygiene ; a healthy life is integrated, harmonious, and directed toward 
a definite goal. Very many people have no experience of such a life; 
if school programs and activities can lead the way to such an end 
result, there will be more healthy, happy, and effective people in the 
world. 

There is increasing discussion of the ‘‘Springfield Plan,’’ espe- 
cially in neighboring communities. This little book puts it all vividly 
before us, not only by means of its descriptions of definite school 
activities, but also through statements by educational experts and 
school officials. One obstacle in the way of practicing democracy is 
the curious and widely prevalent fear of differences. We view with 
suspicion or dislike those who differ from ourselves in economic 
status, religion, skin color, and other less apparent ways. The pub- 
lic-school system in Springfield has made a definite attack on such 
mental attitudes and emotional blockings. We see the children prac- 
ticing democratic methods in the classroom and carrying what they 
learn through doing as well as through words to the playground and 
on to their homes. 

In one unit on the study of religions, the authors say: ‘‘The atti- 
tudes of the children throughout was most wholesome and fairminded. 
They were interested in facts, beginnings, likenesses. They talked 
freely about their own religion and freely questioned and answered 
one another.’’ One class studied public opinion in a democracy. 
How does public opinion get that way? How is it influenced and erys- 
tallized? First, democracy must be defined, and the authors quote 


? 
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Rabbi Mordecai Kaplan, ‘‘It is easier to die for democracy than to 
define it.”’ The students must think over and try to answer such 
questions as, ‘‘Why are ignorant voters a threat to democracy?’’ 
‘*Explain how race hatred can weaken a democracy.’’ They are 
asked to distinguish between politicians and statesmen and finally, 
**Make your own definition of democracy. Does it exist in your home? 
In your school?’’ 

Experience through school activities may easily be ephemeral in 
its effects if the adult community is not enlisted in the enterprise. 
Springfield’s Council for Adult Education was entirely codperative, 
and through their children many parents became deeply interested. 
All this helps to bridge the gap between high school and adult citizen- 
ship, a difficult and important process. One factor that undoubtedly 
influenced adults was the extent to which the study of democracy 
became a part of all courses as well as of extracurricular activities in 
the various schools. This meant that it must become a frequent topic 
of conversation in the community ; what the children talk much about 
the parents are forced to think about. Getting used to differences is 
a real step toward true brotherhood. Many white people have never 
known educated and gently bred Negroes. If we could only regard 
differences as adding to the richness of our democracy instead of as 
threats to it and to ourselves! The schools in Springfield are helping 
to bring this new attitude about. 

One aspect of this plan has a special appeal to the reviewer, and 
that is the intellectual democracy that prevails throughout the school 
system. This is called ‘‘the individual pupil progress plan.’’ Every 
child is a person, and a child’s ability—or lack of it—in algebra or 
Latin does not determine his place in school programs. We have 
talked a good deal about whether the child must fit into the school 
or the school be planned to fit the child, and here is one place in which 
the question has been answered constructively, in a way conducive 
to mental health. It will never be known, I suppose, how many 
depressed or inefficient people start along their dismal paths during 
their hours of discouragement and conviction of inferiority in school 
classrooms. In these Springfield schools contributions are impor- 
tant and honored as such if they are honest and consistent with a 
student’s best ability, not if they conform or not with a rigid school 
classification. 

The Springfield Plan should lead to a truer conception of democracy 
on the part of its citizens. It should also assure a more healthful 
and happy people. Other schools here and there throughout the 
country are making similar contributions. It is a matter for con- 
gratulation that the importance it deserves is slowly being given to 
the early school life of the nation’s children. 

Hartford, Connecticut. ELEANOR Hope JOHNSON. 
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The 1946 Annual Meeting of the National Committee for Mental 
Hygiene will be held at the Hotel Pennsylvania, New York, on Octo- 
ber 30 and 31. 

The two-day program will be devoted to ‘‘The Issues of 1946.’’ 
The morning of Wednesday, October 30, will involve a discussion of 
mental hospitals and advancing psychiatry, during which the present 
status, the matter of citizen responsibility, and the outlook for the 
future will be presented. The afternoon of Wednesday, October 30, 
will be devoted to a program focused on practice and prospects in 
combating Fascist ideology. 

The morning of Thursday, October 31, will be occupied with a 
program devoted to strengthening the hand of medical practice, of 
course from the mental-hygiene standpoint. The annual luncheon 
meeting, at noon, will include the presentation of the Lasker Awards 
for ‘‘Most Significant Experimental Investigation into Behavior 
Deviations’’ and ‘‘Outstanding Contribution to Advancement and 
Improvement of Public Mental Hospitals,’’ and an address focused 
on the crystallization of a mental-health objective out of the current 
fluid state in the field of education. The afternoon of October 31 
will be focused on federal provisions and the development of state 
programs in relation to them, with special reference to the Mental 
Health Act of 1946. 


Tue LasKeR AWARD FoR 1946 To Be DrIvIpED 









Announcement has been made by Dr. George S. Stevenson, Medi- 
eal Director of The National Committee for Mental Hygiene, that 
the committee in charge of the Lasker Award in Mental Hygiene has 
decided to divide the 1946 award, in order to present half of it for 
a contribution toward the improvement of public mental hospitals. 
; **The intense public interest during the past few months in the con- 
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dition of the psychiatric wards of our states has become a widespread 
movement which deserves recognition as a current issue,’’ Dr. 
Stevenson said, in explaining the reason for the decision. 

Half of the award of $1,000 will, therefore, be presented for an 
outstanding contribution to the advancement and improvement of 
public mental hospitals, the other half, as already announced, being 
awarded for the most significant experimental investigation into 
behavior deviation. The work of the candidates for the award must 
either have been accomplished or tested and generally accepted 
approximately during the past year. 

The Lasker Award was established in 1944 by the Albert and Mary 
Lasker Foundation, and was presented in that year to Colonel William 
C. Menninger, M.C., Chief Consultant in Neuropsychiatry, Office of 
the Surgeon General, U. S. Army, for his outstanding contribution 
to the mental health of men and women of the armed forces. 

Last year the award was presented for outstanding service in 
rehabilitation to Dr. John Rawlings Rees, Consultant in Psychiatry to 
the Directorate of Psychiatry of the British Army, and to Major 
General G. Brock Chisholm, Deputy Minister of National Health, 
Federal Department of National Health and Welfare, Canada. 

Nomination of candidates for the 1946 awards should be submitted 
by September 10 with full supporting data in triplicate, to Dr. 
George S. Stevenson, The National Committee for Mental Hygiene, 
1790 Broadway, New York 19, New York. 


AMERICAN PsycuratTric AssocIATION Hotps ONE HUNDRED AND 
First MEETING 


The One Hundred and First Annual Meeting of the American 
Psychiatrie Association was held at the Palmer House, Chicago, 
May 27-30. This was the first meeting to be held for two years, 
as, in accordance with the recommendations of the Director of War 
Mobilization, the 1945 meeting was canceled. The sessions and 
round-table discussions covered a wide variety of topics, ranging 
from ‘‘Psychiatry in Industry,’’ ‘‘Rehabilitation,’’ and ‘‘ Psychiatric 
Studies of Social Problems,’’ to subjects of more technical and spe- 
eialized interest, such as ‘‘Administrative Psychiatry,’’ ‘‘Shock 
Therapy,’’ ‘‘ Psychosomatic Studies,’’ and so on. One of the sessions 
was a joint meeting of the Section on Psychoanalysis of the Asso- 
ciation and the American Psychoanalytic Association. 

The 1947 meeting of the association will be held at the Pennsylvania 
Hotel, New York City, May 19-23. Dr. Karl M. Bowman, Director 
of the Langley Porter Clinic, San Francisco, and professor of psy- 
chiatry at the University of California Medical School, is the retiring 
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president of the association, and Dr. Samuel W. Hamilton, Mental 
Hospital Advisor of the Division of Mental Hygiene, U. 8. Public 
Health Service, Washington, is the president for the coming year. 


THe NATIONAL CONFERENCE OF SoctaL WorK 


The National Conference of Social Work held its Seventy-Third 
Annual Meeting May 19-25, at Buffalo, New York. The Mental 
Health Section of the conference, which had been discontinued for 
some years, was restored this year and, under the able chairmanship 
of Mrs. Elizabeth Healey Ross, several interesting programs were 
presented. Dr. Daniel Blain read a very complete paper on ‘‘ Essen- 
tials in Planning for Our National Mental Health.’’ He viewed 
mental health as a dynamic social-psychiatric concept, noted the 
relationship of mental-health standards and goals to changing social 
and economic conditions, and drew the more important implications 
both for individuals and for groups. He stressed the need for 
research, reviewed our present assets, and charted the main features 
of a more adequate national program. 

In another program of the section, this thinking was carried 
further in its application at the national and state levels. In two 
papers on factors in the development of a mental-health program, 
Dr. Robert H. Felix, Chief of the Mental Hygiene Division of the 
U. S. Public Health Service, presented the subject from the national 
angle, and Dr. James M. Cunningham, Director of the Bureau of 
Mental Hygiene, Connecticut State Department of Health, discussed 
the factors involved in developing a state program. Readers should 
look for these papers when the proceedings of the conference have 
been published. 

A third program was devoted to a discussion of the psychiatric 
social worker’s responsibility for treatment, papers being presented 
by Mrs. Imogene S. Young, National Headquarters, American Red 
Cross, and Mr. Saul Hofstein, who had had several years of experience 
in the army. 

Integration of mental health with related fields was promoted by 
holding joint sessions with the health and social-case-work sections. 
The former was devoted to discussion of the care of the chronically 
ill, and the latter to contributions of war-time experience to social 
case-work practice, drawing upon the experience of Red Cross mili- 
tary social work and the U.S.O. 

In addition to these special programs, there was a strong under- 
current of mental-hygiene emphasis running through many of the 
programs in all the sections of the conference, and in some of the 
general sessions and special programs. The stimulation that the war 
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has given to mental hygiene is being reflected in all phases of social 
and health work, so that it has become a strong interest in community 
organization, group work, and other fields as well as in those of social 
case-work and health. 


AMERICAN OCCUPATIONAL THERAPY ASSOCIATION TO MEET IN AUGUST 





With the lifting of war-time restrictions on travel, the American 
Occupational Therapy Association is holding its first nation-wide 
convention in five years. This, the Twenty-sixth Annual Meeting, 
will be held at the Congress Hotel, Chicago, on August 12-14. In 
view of the recent developments in physical medicine and the 
interest that the medical profession is expressing in the total field 
of rehabilitation, it is expected that this will be a very important 
meeting. Outstanding physicians, psychiatrists, and occupational 
therapists will present up-to-the-minute information on current activi- 

ties and will consider future needs and plans. On the 12th, there 
will be a sectional meeting on psychiatry, with papers on occupational 
therapy and on the relationship between psychosomatic medicine and 
occupational therapy. Other sessions of interest to mental hygien- 
ists will be those on ‘‘The Administration of an Occupational 
Therapy Department,’’ ‘‘Workshops in Relation to Industrial Reha- 
bilitation,’’ ‘‘Occupational Therapy with the Paraplegia Patient,’’ 
‘Music Therapy,’’ ‘‘Rehabilitation in the Veterans Program,”’ ‘‘In- 

dustrial Therapy and Psychiatry,’’ and ‘‘Drama Therapy.’’ There 
will also be demonstrations of special equipment and techniques. 
















ANNUAL READING CONFERENCE 


The annual reading conference sponsored by the Reading Clinic of 
the Pennsylvania State College will be held from August 12 to 16, 
inclusive. This year the conference will stress problems of reading 
techniques in classroom situations. 












PsycuiaTric EDUCATION FoR GENERAL PHYSICIANS 


In view of the dearth of psychiatrists, it is evident that the bulk 
of psychoneurotically handicapped individuals of the country, both 
veterans and civilians, will turn for help first to their general 
physicians. An increasing awareness of this fact on the part of general 
physicians is evident. With increasing frequency, groups of them 
are asking for orientation in simple psychiatric principles. 

To meet the growing demand and to explore the possibilities of 
this kind of graduate teaching, the Commonwealth Fund of New 
York City organized and effected a pilot course for general physi- 







DLL. a ARMS ESAT SOREN RS ES TD HRI 







LHe: ba acs 





irre Se te 


NOTES AND COMMENTS 497 


cians. This was conducted during the two weeks from April 1 to 14, 
at the University of Minnesota. Twenty-five student physicians took 
the course, under a guest faculty consisting of Drs. Walter Bauer, 
Douglas Bond, Henry Brosin, Donald Hastings, M. Ralph Kaufman, 
John Murray, Thomas Rennie, John Romano, Cecil Watson, Harold 
Wolff, Miss Eleanor Barnes, and Mrs. Katherine Wickman. 

The course has been pronounced a definite success. The material 
of the course will be available later in a book to be published by the 
Commonwealth Fund. A number of requests have already been 
received for repetition of the course in other areas. This kind of 
teaching should prove increasingly profitable in the years ahead and 
should make its influence felt on undergraduate medical teaching, 
so that in the future graduating physicians will have better prepara- 
tion for the management of the emotional problems in their everyday 
practice. 


REFRESHER COURSE IN PSYCHIATRY AND NEvuROLOGY AT 
UNIVERSITY OF CALIFORNIA MeEpIcAL ScHOOL 


A twelve-week refresher course in psychiatry and neurology, run- 
ning Monday through Friday, from 9:00 a.m. to 5:00 p.m., will begin 
on Monday, September 16, at the Langley Porter Clinic, San Fran- 
cisco. Registration is tentatively limited to sixty doctors, with 
preference given to veteran physicians and graduates of the Uni- 
versity of California. Registration is open to graduates of approved 
medical schools with nine months’ general internships. Instruction 
will be given under the direction of Dr. Karl M. Bowman, professor 
of psychiatry, University of California Medical School, with the 
assistance of staff members in the various divisions of the medical 
school. Subjects to be covered will include general psychiatry, child 
psychiatry, psychobiology, psychoanalysis, psychology and psycho- 
pathology, functional and organic psychoses, psychoneuroses, therapy, 
psychosomatic problems, neuroanatomy, clinical neurology, neuro- 
pathology, neurophysiology, electroencephalography, X-ray diagnosis, 
and other related topics. The fee for the course will be $200, pay- 
able in advance. Candidates registered under the provisions of the 
G.I. Bill of Rights will receive a refund prorated according to their 
terminal leave. Immediate application should be made to Dr. Stacy 
R. Mettier, Head of Postgraduate Instruction, Medical Center, Uni- 
versity of California, San Francisco 22, California. Applicants 
should submit the following information: (1) place of legal resi- 
dence; (2) medical school attended and date of graduation; (3) 
experience and training in psychiatry; and (4) short record of 
military service. 
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INsTRUCTOR’s GUIDE FOR A COLLEGE CouRSE IN Rep Cross 
Homg NursING 


An instructor’s guide for use in colleges teaching Red Cross home 
nursing has just been released by the American National Red Cross. 

For over thirty years the American Red Cross has been recognized 
as a leader in the field of home-nursing education for community and 
secondary-school groups. During the past few years an increasing 
number of colleges have made home-nursing instruction an important 
part of the general education of potential home-makers. Since no 
home-nursing teaching guide of college academic level has been 
nationally available, the American Red Cross has prepared one spe- 
cifically designed to meet college needs. 

The new instructor’s guide contains information on the selection of 
subject matter for college courses, methods of teaching, and reference 
material to aid college instructors in home nursing. 

In the preparation of the instructor’s guide, care was taken to 
assure the accuracy of the medical and nursing content of the guide 
and its suitability for college use. The guide has been approved by 
professionally recognized representatives of the medical, nursing, and 
educational professions, including officials of the American Red Cross 
Advisory Board on Health Services. 

Several hundred colleges and universities have already asked for 
the instructor’s guide for use in their home-nursing classes, and Red 
Cross National Headquarters is prepared to furnish the guide upon 
the request of any college or university. 

































FELLOWSHIPS OFFERED BY NATIONAL COMMITTEE FOR 
MentTaL HyYGrenr 


The National Committee for Mental Hygiene is offering fellow- 
ships for training in child-guidance-clinie psychiatry. The training 
is for positions in community clinics, where psychiatrists, psycholo- 
gists, social workers, and others collaborate in the treatment of 
children suffering from emotional or mental illness. 

Some of the fellowships are for two years, some for one. The 
stipend is $2,600-$3,000 for the first year, and more for the second. 
Prerequisites are graduation from an approved medical school, a 
general internship, and two years of general psychiatry. Military 
psychiatry will be accepted for at least a part of the two years. 

Opportunity is provided for the fellow to develop his own skills 
in a well-organized service with the support of a carefully planned 
training program and adequate supervision. The training centers 
are selected on the basis of standards that have been established by 
the National Association of Child Guidance Clinics. 
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For further information write to Dr. Milton E. Kirkpatrick, 
Director, Division on Community Clinics, The National Committee 
for Mental Hygiene, Inc., 1790 Broadway, New York 19, N. Y. 


LABORATORY FOR NEUROPSYCHIATRIC RESEARCH 


‘‘The Alfred Ullman Laboratory for Neuro-Psychiatric Research”’ 
is announced as the new name of the laboratory for neuro-endocrine 
research of the surgical division of Sinai Hospital, Baltimore. 
The new laboratory is the result of the extension and rebuild- 
ing of the old laboratory. The old unit was created through the 
sponsorship of Dr. Alfred Ullman, Baltimore, and was assigned to 
Dr. Hyman 8. Rubenstein, Baltimore, for research, instruments and 
supplies being acquired by funds personally supplied by Drs. Ullman 
and Rubenstein. The newly extended laboratory was made possible 
through gifts from friends and patients of both physicians, and it 
was decided to name the laboratory in honor of Dr. Ullman, recently 
retired chief of surgery at the Sinai Hospital, and at the saine time 
to identify it with the principal interest of Dr. Rubenstein, director 
of neuropsychiatric research. Among other equipment, the labora- 
tory has been furnished with facilities for neuropathologic investiga- 
tion, a psychogalvanometer, electrical apparatus for peripheral nerve 
testing, and the electroencephalograph. Arrangements have been 
made to include secretarial and technical assistance. In addition, a 
research fellowship has been established. 


HOSPITALIZED VETERANS OFFERED U. S. ARMED FORCES 
INSTITUTE COURSES 


Arrangements to provide educational opportunities through the 
U. S. Armed Forces Institute for personnel in veterans’ hospitals 
has been announced by the war department. Some ninety-odd cor- 
respondence and self-teaching courses prepared by the U. S. Armed 
Forces Institute will be made available to hospitalized veterans in 
accordance with arrangements made with the Veterans Administra- 
tion. The courses will be followed up by corresponding end-of-course 
tests such as are regularly given to personnel on active duty. 
Administration of this program will be the responsibility of the 
Medical Rehabilitation Service of the Veterans Administration. 


INCIDENCE OF NEUROPSYCHIATRIC DISORDERS IN THE U. S. Army 
IN Woru”p War II 


An article under the above title in the American Journal of Psy- 
chiatry, January, 1946, summarizes the statistics on separations from 
the service for psychiatric disorders. During the period January 1, 
1942, through June 30, 1945, 320,000 men were granted C.D.D.’s 
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from the army because of neuropsychiatric disorders. This repre- 
sented 41 per cent of all medical discharges. In addition, 137,000 
were discharged for neuropsychiatric disorders under a nonmedical 
category. These two groups make a total of 457,000 men discharged 
from the army for neuropsychiatric disorders during the period in 
question. 

The author of the article, Major John W. Appel, states that the 
bulk of cases discharged during 1943 and 1944 represented training 
casualties, whereas by 1945 most of the cases at least had had over- 
seas service, and in a large proportion of the cases this included 
combat service. He states that further study is required into the 
condition of neuropsychiatric cases at the time of discharge from the 
army, into their subsequent need for medical care, and into their 
ability to adjust to civilian life. 

It is estimated that of those with psychoses, between 20 and 30 
per cent were transferred to Veterans Administration or other hos- 
pitals, and many of them have subsequently been discharged. The 
remainder were considered sufficiently well to be placed in the care 
of their families or to be on their own. Of the numbers sent to the 
veterans’ hospitals, the Veterans Administration, in the period July, 
1944, through June, 1945, discharged 9,284 men who had been trans- 
ferred to their hospitals from the army with a diagnosis of psychosis. 
A follow-up study of 173 men discharged from the army for psy- 
chosis prior to March, 1944, indicated that from the time of their 
discharge up to twenty-four months afterwards, 106 were working 
and only 34 were in institutions. A significant proportion of the 
men discharged by the army for psychosis represent cases in which 
there was merely a brief psychotic episode from which the individual 
promptly recovered, being discharged only for fear of recurrence 
should he remain in service. The proportion of cases in which 
recurrences may develop in later civilian life remains to be seen. 


A Reporr on MENTAL-HEALTH CONDITIONS IN ENGLAND 
From the Journal of the American Medical Association 


An important survey of neurotic disorders and treatment facilities 
by Dr. C. P. Blacker has just been published in book form under 
the title Neurosis and Mental Health Services. It was carried out 
with the encouragement of the Ministry of Health and the assistance 
of experts, and is largely based on reports from 216 clinics dealing 
with mental disorder. The origin of the survey was the question 
of the possible increase in neurotic disorders as the result of air raids. 
The important conclusion is reached that there are no grounds for 
supposing that the war has caused an increase in the more serious 
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forms of mental disorder requiring admission to a hospital. This 
is remarkable in view of the heavy bombing, with considerable loss 
of life and injuries to persons and destruction of buildings in our 
cities while the country was passing through the greatest danger 
to which it ever was exposed. Few persons were without acute 
anxiety for husband, son, or friend fighting for more than five years 
all over the world. The absence of increase in the forms of mental 
disorder is in consonance with the improvement in vital statistics 
frequently reported in the Journal. It is evidence of the grit of 
the people, who for a time faced the German peril alone. 

The threat remains that the coming years may show an increase 
in neurotic disorder as a result of the difficulties of adjustment asso- 
ciated with demobilization and the return of prisoners who have 
endured German barbarities. Dr. Blacker thinks that it is possible 
that latent neurosis may reveal itself in the civilian population when 
the stresses of war are relaxed. The number of mental clinics have 
been increased as a result of the Mental Treatment Act of 1930, 
but there are still not enough. Dr. Blacker holds that the problem 
of psychiatric disorders is largely sociological—that they could be 
reduced or mitigated by better education of adults in the sensible 
handling of children, by educational services in which abnormalities 
are detected early, and by better industrial, occupational, and social 
psychiatry. Teaching psychiatric units should be established in the 
university medical schools, each under the direction of a professor. 
Outside mental hospitals, with 100 beds for each million of popula- 
tion, should be provided for psychiatric inpatients, and out-patient 
clinics should be extended by 75 to 100 per cent. There should also 
be child psychiatric clinics. A medical officer of mental health should 
be appointed for the codrdination of mental-health services. The 


picture is a mental-health service integrated with the new health 
service. 


EXCERPTS FROM DEBATE ON NATIONAL ResEARCH INSTITUTE BILL 


The following excerpts from the debate on the National Research 
Institute Bill (H. R. 4512) are taken from the Congressional 
Record of June 14, 15, 26, and 28, 1946. 


AMENDMENT OF PUBLIC HEALTH SERVICE 
ACT—BILL PASSED OVER 


The bill (H. R. 4512) to amend the Public Health Service Act to 
provide for research relating to psychiatric disorders and to aid in the 
development of more effective methods of prevention, diagnosis, and 
treatment of such disorders, and to aid in the development of more 
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effective methods of prevention, 





diagnosis, and treatment of such 
disorders, and for other purposes, was announced as next in order. 

Mr. MURDOCK. I ask that the bill be passed over. 
The ACTING PRESIDENT pro tempore. The bill will be passed over. 
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Mr. TAFT. With regard to the matter of psychiatric research, I may 
say that it is of particular urgency because the Veterans’ Administra- 
tion is so engaged in problems affecting psychiatric research that if 
we do not establish a research institute in the Surgeon General’s office, 
they will have to establish it themselves. They have so many psychiatric 
eases that they require immediate action. I am inclined to believe that 
the general problem of a National Research Institute is unlikely to be 
passed upon by the Congress at this session. In that case, I think it 
would be well to pass the bill now before us. 


Mr. MAGNUSON. I hope that Senate action will be taken in connec- 
tion with the bill for national scientific research at the present session. 
The Office of Scientific Research and Development expires July 1 of 
this year. Some one or some organization must take it over. The 
President has recommended immediate action. The House is now con- 
ducting hearings on the subject. The Joint Committee on Commerce 
and Military Affairs spent months on the subject of a scientific 
foundation. 


I was just conferring with the Senator from Montana. I have no 
objection to this bill at all. I was one of the authors of the cancer bill 
in the House when I was a member of that body some years ago. I do 
not think, however, we ought to take piecemeal action now. Perhaps 
the pending bill should be passed, but I hope I can have an understand- 
ing with the Senator from Montana and the Senator from Ohio that, 
if and when we take up the broad general national scientific research bill, 
that we might, if there is any conflict between this bill and the general 
bill, include this in the general research bill. I am sure that can be 
worked out. 


Mr. BARKLEY. Mr. President, I hope the Senator will not object to 
the consideration of this bill. There is a very widespread interest in it. 
I have telegrams and letters from all over the country urging its con- 
sideration. The Senator from Washington knows that I have conferred 
with him frequently about the bill in which he is interested, the general 
research bill, which I hope we may take up before long. I trust that we 
ean pass this bill and get it on its way. I see no fundamental conflict 
between this bill and the general research bill. 


Mr. MURDOCK. Mr. President, I should like to refer to Calendar 
No. 1378, House bill 4512, to which I objected earlier in the day. ‘The 
only purpose of my objection was to take a look at the bill. I have 
done so in the meantime and I now withdraw my objection. 


The PRESIDING OFFICER. 
sideration of the bill? 





Is there objection to the present con- 


There being no objection, the bill (H. R. 4512) to amend the Public 
Health Service Act to provide for research relating to psychiatric dis- 
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orders and to aid in the development of more effective methods of pre- 
vention, diagnosis, and treatment of such disorders, and for other 
purposes, was considered, ordered to a third reading, read the third time, 
and passed. 


+ . aa * . * * _ * * * * 


Mr. TAFT. Mr. President, yesterday the Senate passed Calendar 
No. 1378, House bill 4512, a bill to amend the Public Health Service 
Act to provide for research relating to psychiatric disorders and to aid 
in the development of more effective methods of prevention, diagnosis, 
and treatment of such disorders, and for other purposes. The bill was 
passed in such haste that no consideration was given to the committee 
amendments. I move that the vote by which the bill was passed be 
reconsidered. 


The ACTING PRESIDENT pro tempore. The question is on agreeing 
to the motion of the Senator from Ohio. 


The motion was agreed to. 


Mr. AIKEN. Mr. President, does the Senator intend to have the bill 
taken up now? 


Mr. TAFT. The bill was passed yesterday, and unfortunately, 
without amendments being agreed to which had been proposed by the 
committee. 


Mr. BARKLEY. I may say, Mr. President, that the fact that the 
committee amendments were not acted upon was a mere oversight, and 


the Senator from Ohio has moved that the Senate reconsider the vote by 
which the bill was passed. 


Mr. TAFT. Yes. It has been proposed to amend one of the com- 
mittee amendments. 


The ACTING PRESIDENT pro tempore. The bill will be read by 
its title. 


The Legislative Clerk. A bill (H. R. 4512) to amend the Public 
Health Service Act to provide for research relating to psychiatric dis- 
orders and to aid in the development of more effective methods of pre- 
vention, diagnosis, and treatment of such disorders, and for other 
purposes. 


The ACTING PRESIDENT pro tempore. Is there objection to the 
present consideration of the bill? 


There being no objection, the Senate proceeded to consider the bill 
which had been reported from the Committee on Education and Labor 
with amendments. 


The first amendment was, on page 5, in line 10, to strike out: 


Three of the appointed members shall be selected from a panel of six 
such authorities to be submitted to the Surgeon General by the deans 
of the approved medical colleges and schools in the United States. 


The amendment was agreed to. 


5038 










MENTAL HYGIENE 


The next amendment was, on page 8, in line 14, after the word 
‘‘Administrator’’, to strike out ‘‘ Provided, That consent of a legal 
guardian shall be obtained before the transfer of any patient from 
Saint Elizabeths Hospital for such treatment.’’ 
























The amendment was agreed to. 


The next amendment was, on page 9, in line 3, after the word ‘‘ Insti- 
tutions’’, to insert ‘‘including grants to such institutions for the con- 
struction, acquisition, and leasing of hospital, clinic, laboratory, and 
related facilities, but only to the extent necessary for the purposes of 
such training and instruction.’’ 


The amendment was agreed to. 


The next amendment was, on page 13, in line 21, after the word 
‘*exceed’’, to strike out ‘‘$4,500,000’’ and insert ‘‘$10,000,000.’’ 





Mr. TAFT. Mr. President, on page 13, in line 21, I move that 
**$10,000,000’’ be stricken out and in lieu thereof ‘‘$7,500,000’’ be 
substituted. That was the condition upon which the objections to con- 
sideration of the bill were withdrawn yesterday. 








The ACTING PRESIDENT pro tempore. The question is on agree- 
ing to the amendment of the Senator from Ohio to the committee amend- 
ment on page 13, in line 21. 





The amendment to the amendment was agreed to. 
The amendment as amended was agreed to. 














The ACTING PRESIDENT pro tempore. That concludes the com- 
mittee amendments. 














The bill is before the Senate and open to further amendment. If there 
be no further amendment to be proposed, the question is on the engross- 
ment of the amendments and the third reading of the bill. 


The amendments were ordered to be engrossed and the bill to be 
read a third time. 


The bill (H. R. 4512) was read the third time and passed. 
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Mr. PEPPER submitted the following report: 









The committee of conference on the disagreeing votes of the two 
Houses on the amendments of the Senate to the bill (H.R. 4512) to 
amend the Public Health Service Act to provide for research relating 
to psychiatric disorders and to aid in the development of more effective 
methods of prevention, diagnosis, and treatment of such disorders, and 
for other purposes, having met, after full and free conference, have 
agreed to recommend and do recommend to their respective Houses as 
follows: 










That the Senate recede from its amendment numbered 2. 


That the House recede from its disagreement to the amendments of 
the Senate numbered 1 and 4 and agree to the same. 
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That the House recede from its disagreement to the amendment of the 
Senate numbered 3, and agree to the same with an amendment, as follows: 
In lieu of the matter proposed to be inserted by the Senate Amendment 
insert the following: ‘‘but only to the extent necessary for the purposes 
of such training and instruction’’; and the Senate agree to the same, 


CLAUDE PEPPER 

JAMES E. MURRAY 

LISTER HILL 

ROBERT A. TAFT 

GEORGE D. AIKEN 
Managers on the Part of the Senate 


J. PERCY PRIEST 

ALFRED L. BULWINKLE 

VIRGIL CHAPMAN 

CLARENCE J. BROWN 

THOMAS D. WINTER 
Managers on the Part of the House 


Mr. PEPPER. Mr. President, I ask unanimous consent for the present 
consideration of the report. 


Mr. WHITE. Mr. President, let me inquire of the Senator from 
Florida whether the report represents the unanimous action on the 
part of the Senate conferees. 


Mr. PEPPER. It is unanimous. The Senator from Ohio (Mr. 
TAFT) was one of the conferees and he is on the floor at this time. 


Mr. TAFT. Mr. President, if the Senator from Florida will yield 
to me, let me say that the Senator from Vermont (Mr. AIKEN) and 
I took part in the conference, and I think the report is entirely satis- 
factory. The House conferees yielded in regard to the amount involved 
for the construction of the buildings, and the conferees on the part of 
the Senate yielded on one or two minor amendments. 


The PRESIDING OFFICER. Is there objection to the present con- 
sideration of the report? 


There being no objection, the report was considered, and agreed to. 


Mr. PEPPER. Mr. President, in order that the RECORD may show 
the nature of the conference report, let me say it pertains to what is 
called the mental hygiene or mental health bill. It provides for the 
construction in the District of Columbia of a mental health institute for 
research, at a cost of $7,500,000, and for Federal and State codperation 
in research in meeting the challenge to mental health with which the 
country has been faced, especially during the war. 

* * * ~ * _ * * * * = - 

Mr. PRIEST submitted the following conference report and state- 
ment on the bill (H.R. 4512) to amend the Public Health Service Act 
to provide for research relating to psychiatric disorders and to aid in 
the development of more effective methods of prevention, diagnosis and 
treatment of such disorders, and for other purposes: 


[Same as reported to the Senate. ] 
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STATEMENT 










The managers on the part of the House at the conference on the 
disagreeing votes of the two Houses on the amendments of the Senate 
to the bill (H.R. 4512) to amend the Public Health Service Act to 
provide for research relating to psychiatric disorders and to aid in 
the development of more effective methods of prevention, diagnosis and 
treatment of such disorders, and for other purposes, submit the following 
statement in explanation of the effect of the action agreed upon by the 
conferees and recommended in the accompanying conference report: 







Amendment No. 1: In the provisions of the bill relating to the 
National Advisory Mental Health Council it is provided that six appointed 
members shall be selected from leading medical or scientific authorities 
who are outstanding in the study, diagnosis, or treatment of psychiatric 
disorders. The bill as it passed the House contained a sentence pro- 
viding that three of the appointed members shall be selected from a 
panel of six such authorities to be submitted to the Surgeon General by 
the deans of the approved medical colleges and schools in the United 
States. This amendment of the Senate struck out this sentence. The 
House recedes. 









Amendment No. 2: The bill in the proposed new section 303 of the 
Public Health Service Act authorizes the Surgeon General, in carrying 
out the purposes of section 301, with respect to mental health, to admit 
and treat, at the National Institute of Mental Health, patients of St. 
Elizabeths Hospital transferred from the hospital pursuant to the 
arrangements made by the Surgeon General and the Superintendent of 
the hospital with the approval of the Federal Security Administrator. 
In the bill as it passed the House this provision contained a proviso 
that the consent of a legal guardian shall be obtained before the transfer 
of any patient from St. Elizabeths Hospital for such treatment. This 
Senate amendment struck out the proviso contained in the bill as it 
passed the House. The Senate recedes. 

































Amendment No. 3: In the new section 303 of the Public Health 
Service Act, in the bill as it passed the House, the Surgeon General is 
authorized by clause (1) of subsection (b) to provide training and 
instruction, in matters relating to psychiatric disorders, to persons 
found by him to have proper qualifications, and, by clause (2) to pro- 
vide such training and instruction, and demonstrations, through grants, 
upon recommendation of the National Advisory Mental Health Council, 
to public and other nonprofit institutions. By this amendment the Senate 
added a provision to clause (2) providing that such grants could include 
grants to such institutions ‘‘ for the construction, acquisition, and leasing 
of hospital, clinic, laboratory, and related facilities, but only to the 
extent necessary for the purposes of such training and instruction.’’ The 
House recedes with an amendment which eliminates that part of the 
Senate language which would authorize grants to such institutions for 
the construction, acquisition, and leasing of hospital, clinic, laboratory, 
and related facilities, but retains the other language of the Senate 
amendment so that clause (2) will read as follows: ‘‘(2) to provide 
such training and instruction and demonstrations, through grants, upon 
recommendation of the National Advisory Mental Health Council, to 
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public and other nonprofit institutions, but only to the extent necessary 
for the purposes of such training and instruction.’’ 


aha. Shea 


Amendment No. 4: Section 11 of the bill as it passed the House 
authorized the appropriation of not to exceed $4,500,000 for the erection 
and equipment, for the use of the Public Health Service in the carrying 
out of the provisions of this legislation, of suitable and adequate hos- 
pital buildings and facilities, including necessary living quarters for 
personnel, and of suitable and adequate laboratory buildings and facili- 
ties, such buildings and facilities to be known as the National Institute 
of Mental Health. This Senate amendment struck out ‘‘$4,500,000’’ and 
inserted ‘‘$7,500,000.’’ The House recedes. 


ARR DEE LARS ODE 4 


Beas de 


J. PERCY PRIEST 

ALFRED L. BULWINKLE 

VIRGIL CHAPMAN 

CLARENCE J. BROWN 

THOMAS D. WINTER 
Managers on the Part of the House 


7 * * + * * * * * * * 


Mr. PRIEST. Mr. Speaker, I call up the conference report on the 
bill (H.R. 4512) to amend the Public Health Service Act to provide for 
research relating to psychiatric disorders and to aid in the development 
of more effective methods of prevention, diagnosis, and treatment of 
such disorders, and for other purposes, and I ask unanimous consent that 
the statement of the managers be read in lieu of the report. 


The Clerk read the statement of the managers. (For conference 
report and statement see proceedings of the House of June 26, 1946.) 


Mr. PRIEST. Mr. Speaker, this is a unanimous report from the com- 
mittee on conference. 


There were four amendments to the bill as it passed the House. The 
Senate receded on two, the House receded on one, and an agreement 
with an amendment was worked out on the other. It is a unanimous 
report. 


Mr. Speaker, I yield 2 minutes to the gentleman from Ohio (Mr. 
BROWN). 


Mr. BROWN of Ohio. Mr. Speaker, as the gentleman from Tennessee 
has said, this is a unanimous report of the conference committee. The 
House yielded, in fact, on only one amendment, and that was a slight 
increase in the amount set up in the bill for the construction of the 
research center at Bethesda and was necessary because of the fact that 
the original estimated cost had been made in 1939 or early 1940 before 
the present increase in construction costs had come about. The increase 
allowed is simply enough to cover the increased costs of construction. 


Mr. MARTIN of Massachusetts. Mr. Speaker, will the gentleman 
yield? 


Mr. BROWN of Ohio. I yield. 
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Mr. MARTIN of Massachusetts. I should like to know what the gentle- 
man considers a slight increase these days. 


Mr. BROWN of Ohio. This increase happens to be from $4,500,000 
to $7,500,000—a $3,000,000 increase. It does not accurately reflect the 
cost which has come about under the hold-the-line order of the adminis- 
tration of the gentleman from Tennessee, but we held it down to as 
close a percentage as we could. If we had provided for the actual 
increase, we should probably have had to double the amount. In fact, 
they figure that the total increase would bring the cost to something like 
$11,500,000, but the House committee as usual stood for economy and 
was able to hold it to $7,500,000. 


The SPEAKER. The question is on agreeing to the conference report. 
The conference report was agreed to. 


A motion to reconsider was laid on the table. 


The bill was signed by President Truman on July 3. 


New Drrectrory or Psycuratric CLINICS 


A new Directory of Psychiatrie Clinics in the United States has 
been issued by The National Committee for Mental Hygiene. It 
lists the 688 community clinics in the United States and also state 
institutions, state government departments promoting mental hygiene, 
Veterans Administration regional offices and hospitals, mental- 
hygiene societies, family welfare societies, community welfare coun- 
cils, and veterans information centers. The following breakdown of 
clinies may be of interest: 


Community Clinics in the United States by Organizational Auspices 
and Groups Served, May 9, 1946 
Restricted 
School- Court to 
Children Adults ll- children cases Veterans agency 
only only purpose only only only clients Total 
Community 
clinies 67 22 174 16 5 12 14 310 
Divisions of state or 
county government 193 12 18 
Veterans 
Administration ... os men - as 5 


Total 260 34 315 25 23 17 14 


Copies of the directory may be obtained from The National Com- 
mittee for Mental Hygiene, 1790 Broadway, New York 19, N. Y. 
The price is 50 cents. 
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PARAPLEGIC VETERANS WALK AGAIN 


Ninety-three veterans, comprising the largest paraplegic ward in 
the country, are now walking, as a result of the work of Captain 
William Kuhn, Jr., the doctor in charge of the paraplegic ward at 
the army’s Thomas M. England General Hospital. According to a 
recent release by the army’s public relations office, these paraplegic 
patients, more technically known as victims of transverse myelitis, 
are without muscular control from the waist down, their spinal cords 
having been wholly or partially severed. A year ago they were 
forgotten men. Their morale was low because they knew that of 
the paraplegics of the last war, only 1 per cent survive to-day. 
Captain Kuhn stated that the goal for the 1,400 army paraplegics 
of World War II is at least 90 per cent survival. To-day, morale 
is high. Some of the men, with only partial lesions of the spinal 
cord, are on the way to recovery. Even those who know that their 
conditions are beyond medical care have shaken off lethargy and 
are looking forward optimistically to civilian life because they can 
walk, though they must always use crutches. Many have already 
been discharged and are self-supporting civilians. 

Captain Kuhn has employed no new medical technics in treating 
paraplegics, but has resorted to a combination of ‘‘personality and 
psychology.’’ ‘‘I told these men what they were up against,’’ he 
said. ‘‘I told them it was up to them to do something about it, 
and that they could if they would only try. It was tough at first, 
but one by one they came around. When we first tried to teach 
these men to walk, other doctors and patients laughed at us, so we 
went at night to the basement where the amputees practiced during 
the day. There, in privacy, we taught these men, first, to regain 
their sense of balance, and then to raise and swing forward one side 
of their bodies, raise and swing forward the other, until they were 
walking. ”’ 

Soon a large class was formed and the interest of the general 
hospital staff was aroused. Many of them use a specially equipped 
automobile that has been placed at their disposal by the hospital. 
One patient drove 8,000 miles on a sixty-two-day trip to Sacramento, 
California, and back, although he is one of six men whose muscular 
atrophy extends to the armpits. 


Books—War VICTIMS 


During the war, the libraries of half the world were destroyed in 
the fires of battle and in the fires of hate and fanaticism. Where 
they were spared physical damage, they were impoverished by isola- 
tion. There is an urgent need—now—for the printed materials that 
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are basic to the reconstruction of devastated areas and that can help 
to remove the intellectual black-out of Europe and the Orient. 

There is need for a pooling of resources, for coérdinated action, 
in order that the devastated libraries of the world may be restocked 
as far as possible with needed American publications. The American 
Book Center for War Devastated Libraries, Inc., has come into being 
to meet this need. It is a program that is born of the combined 
interests of library and educational organizations, of government 
agencies, and of many other official and non-official bodies in the 
United States. 

The American Book Center is collecting and is shipping abroad 
scholarly books and periodicals that will be useful in research and 
necessary in the physical, economic, social, and industrial rehabilita- 
tion and reconstruction of Europe and the Far East. 

The center cannot purchase books and periodicals; it must depend 
upon gifts from individuals, institutions, and organizations. Each 
state will be organized to participate in the program through the 
leadership of a state chairman. Other chairmen will organize interest 
in the principal subject fields. Codperation with these leaders or 
direct individual contributions are welcomed. 

What Is Needed.—Shipping facilities are precious and demand 
that all materials be carefully selected. Emphasis is placed upon 
publications issued during the past decade, upon scholarly books 
that are important contributions to their fields, upon periodicals 
(even incomplete volumes) of significance, upon fiction and non-fiction 
of distinction. All subjects—history, the social sciences, music, fine 
arts, literature, and especially the sciences and technologies, are 
wanted. 
~ What Is Not Needed.—Textbooks, out-dated monographs, recrea- 
tional reading, books for children and young people, light fiction, 
materials of purely local interest, popular magazines, popular non- 
fiction of little enduring significance, ete. Only carefully selected 
federal and local documents are needed, and donors are requested 
to write directly to the center with regard to specific documents. 

How to Ship.—All shipments should be sent prepaid via the 
cheapest means of transportation to The American Book Center, 
c/o The Library of Congress, Washington 25, D. C. Although the 
center hopes that donors will assume the costs of transportation of 
their materials to Washington, when this is not possible, reimburse- 
ment will be made upon notification by card or letter of the amount 
due. The center cannot accept material that is sent collect. Reim- 
bursement cannot be made for packing or other charges beyond actual 
transportation. When possible, periodicals should be tied together 
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by volume. It will be helpful if missing issues are noted on incom- 
plete volumes. 


RESOLUTIONS OF PARENT EDUCATION NATIONAL CONFERENCE 


Fifteen resolutions were adopted by the more than one hundred 
educators from all over the United States who attended the recent 
: Parent Education National Conference held at Atlantic City, New 
Jersey. George J. Hecht, publisher of Parents’ Magazine, who pre- 
sided, reports the resolutions as follows: 


‘¢1, WHEREAS Congress is now considering both the proposed National 
Health Act and the proposed Maternal and Child Welfare Act, and 
since it is not likely that the former bill will be passed during this session, 
Be Ir RESOLVED that this conference go on record as urging the passage 
at this session either of the Maternal and Child Welfare Act or of a 
separate committee-sponsored bill contained in Title I, Section B of the 
National Health Act, to which should be added the child-welfare pro- 
visions which are embodied only in the other Act, and that copies of this 
Resolution should be sent to appropriate members of Congress and to 
the press. 

‘*2, WHEREAS many states are financially unable to appropriate suffi- 
cient money for the education of children, Be Ir RESOLVED that this 
conference go on record as urging adequate federal aid for public educa- 
tion and that copies of this resolution be sent to appropriate members 
of Congress and to the press. 

‘*3. WHEREAS the need for extended education and services in mental 
health is becoming increasingly acute, and whereas the House of Rep- 
resentatives has already passed the National Mental Health Act 
(H.R. 4512), Be Ir Resotvep that the conference urge the U. S. 
Senate to similarly pass this important bill (S. 1160) during the 
current session. 

‘*4, WHEREAS there is a need to-day to develop common policies and 
more codrdination of programs among federal-government agencies con- 
ducting parent-education activities, whether designated by that name or 
under other terms, Be IT RESOLVED that an Inter-departmental Committee 
on Family Life be organized to study the posibilities of such codrdination. 

‘*5, WHEREAS parent-education programs, to be effective, must be 
carried out locally, Be Ir RESOLVED that state, county, and city programs 
of parent education be better integrated with already existing or 
developing programs of health, education, mental hygiene, family welfare, 
marriage counseling, etc. 

**6, WHEREAS wholesome family living is the concern not only of 
various educational agencies, but of other community groups, Be It 
RESOLVED that steps be taken to help the many organizations carrying 
on specialized programs, such as health education, social hygiene, safety, 
sanitation, prenatal care, nutrition, and similar activities, to become more 
aware of their opportunities in the field of parent education and the 

; importance of codrdinating their activities for parent education. 
; ‘*7, WHEREAS the development of sound family relationships is an 
objective to be approached on many fronts, Be Ir ResoLvep that the 
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The Parent Education National Conference was conducted by the 
Parent Education Clearing-House, which is maintained by Parents’ 
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professional schools training personnel for practice with families, such 
as medical, nursing, social work, theological, education, and library 
service schools, be urged to help their students to understand human 
behavior and relations and acquaint them with the aims, methods, and 
practices in the field of parent education. 

‘*8. WueEreas the dissemination of knowledge in the field of parent 
education should utilize existing and all developing means of com- 
munication, Be Ir ResoLtvep that increasing use be made of novels, 
dramas, the radio, and the moving pictures as means of communicating 
understanding and insights to parents. 

‘*9, WHEREAS services and materials of help to parents are continu- 
ously being developed, Be Ir RESOLVED that parent-education agencies be 
urged to acquaint parents with the various agencies and services now 
available for helping children and others in the family. 

‘*10. WHEREAS it is recognized that churches are concerned with 
family life and the training of children, Be Ir RESOLVED that the 
churches be asked to study what their parents are teaching their 
children, and to promote the best programs which are now being 
developed in many church groups. 

‘*11. WuHereas the need to give young people an understanding of 
personality development in the family is becoming more widely 
recognized, Be Ir RESOLVED that schools and colleges should provide more 
and better education of youth in the areas of human relations, family 
living, child growth and development, and mental hygiene as basic prep- 
aration for living and future parenthood. 

‘*12. WHEREAS the problem of meeting the needs of young persons 
and adults in leisure hours continues to be a matter of community 
concern, Be Ir RESOLVED that new school buildings should be planned 
and existing buildings be adapted and used as neighborhood centers in 
the afternoon and evenings by adults and young people, both for 
educational and recreational activities. 

**13. WHEREAS the country has seen a generation of children born 
since Pearl Harbor, many of whom have suffered from the absence of 
fathers, from mothers working under adverse conditions, and other 
difficult conditions of home life, Be Ir Resotvep that special efforts 
be made to reach parents and teachers with materials now being 
developed to help them better understand these children. 

‘14. WHEREAS the need for inter-group understanding is seen as one 
of the challenging problems facing Americans to-day, Bz IT RESOLVED 
that in addition to the recognized goals and objectives of parent edu- 
cation, emphasis should be placed on inter-cultural education. 

**15. WuHerEas there is need for more democratic practice in the 
home and the community as a basis for understanding and promoting 
international peace, Bg Ir RESOLVED that parent education contribute its 
share in citizenship education by encouraging parents to set good 
examples and assume responsibility for developing wholesome environ- 
ments in their respective communities.’’ 


Magazine at 52 Vanderbilt Avenue, New York 17, N. Y. 
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NATIONAL INSTITUTE OF SoctAL RELATIONS 


Workers in the field of mental health will watch with great interest 
the progress of the recently organized National Institute of Social 
Relations. 

The institute is under the direction of Dr. Julius Schreiber, former 
Chief of the Programs Section of the War Department’s Army 
Orientation Branch. It has launched a much needed series of group- 
discussion programs designed for use by discussion groups at the 
community level. 

The institute publishes weekly discussion guides dealing with vital 
issues of the day. The guides are prepared for use by discussion 
leaders, trained, in their own communities, by the institute’s field- 
service staff. The subject matter of the discussion guides varies 
widely—from problems of youth, veterans, women, labor, housing, 
unemployment, and discrimination, to atomic energy. The institute’s 
board of consultants includes: Colonel Evans F. Carlson, Dr. Everett 
R. Clinchy, Mrs. LaFell Dickinson, Dr. Donald DuShane, Dr. Frank 
P. Graham, Dr. Mordecai W. Johnson, Brigadier General William 
Menninger, Mr. Philip Murray, Bishop G. Bromley Oxnam, Dr. 
George S. Stevenson, Dr. Channing H. Tobias, Mr. Walter F. Wanger, 
and Mr. Frank L. Weil. 

The National Institute of Social Relations was incorporated in 
the District of Columbia as a non-profit, educational organization. 
Additional information may be obtained from the national office at 
1029 17th Street, N.W., Washington 6, D. C. 


RECENT APPOINTMENTS 


The American Social Hygiene Association has announced the 
appointment of Dr. John W. Ferree, as Director of the Division of 
Education and Special Projects, which, under the guidance and 
with the codperation of the association’s National Education Com- 
mittee, is undertaking an expanded and intensified program to meet 
the growing demands for national leadership in this field. 


Dr. Albert D. Kaiser, health officer of Rochester, has been named 
executive director of the newly created Council of Rochester Regional 
Hospitals which was established in a five-year agreement with the 
Commonwealth Fund. 
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News or MENTAL-HYGIENE SOCIETIES 
Compiled by 


Justin G. Reese 


Field Representative, Division of State Mental Hygiene Organization, 
The National Committee for Mental Hygiene 


Alabama 
New officers of the Alabama Society for Mental Hygiene are: 


president, Mrs. Julian W. Adler; vice president, Mrs. Carol Forrest ; 
secretary-treasurer, Dr. Katherine Vickery. 


Califorma 

The Southern California Society for Mental Hygiene has just 
completed the last of a series of five monthly forums in codperation 
with the California Congress of Parents and Teachers. The subjects 
were: ‘‘Reorientation of Veterans,’’ ‘‘What Is a Normal Person?,”’ 
‘*How Do We Keep Our Children Normal ?,’’ ‘‘What Mental Hygiene 
Facilities Does Los Angeles Have and What Does It Need ?,’’ ‘‘ Mental 
Hygiene for Parents and Child.”’ 

Already in operation is the Veterans Psychiatrie Clinic. This 
clinic, which was initiated by the society, is now a codperative affair, 
being housed in the Good Hope Hospital and financed by the Junior 
League of Los Angeles. Dr. Roberta Crutcher is the executive 
psychiatrist of the clinic and Miss Winifred Zwemer, the psychiatric- 
social-work administrator. 


Connecticut 

The annual meeting of the Connecticut Society for Mental Hygiene 
was held at a luncheon in New Haven on May 17. The annual report 
stressed the success of the campaign for Christmas presents for 
patients in the three state hospitals, which brought in 15,000 presents 
and $1,000 in gifts for entertainments; the work of the legislative 
committee that is studying the present commitment law, with a view 
to presenting recommendations for changes to the 1947 Legislature ; 
and the work of the Committee on Standards and Working Conditions 
of State Hospital Employees, which has already recommended an 
increase in wages passed at the emergency session of the legislature, 
and is discussing new personnel practices with the hospital superin- 
tendents and looking into possible training courses. 

The feature speaker at the meeting was Dr. Lloyd J. Thompson, 
former Medical Director of the Connecticut Society. Dr. Thompson 
discussed child training. 
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The Connecticut Society has reprinted in pamphlet form the 
article, Mental Illness and Employability. Special quantities may 
be secured from Miss Frances Hartshorne, Executive Secretary, 152 
Temple Street, New Haven 10. 


Delaware 


H. Edmund Bullis, Executive Director of The Delaware State 
Society for Mental Hygiene, has been discharged from the armed 
services and is now back with the society. Plans for the coming year 
of the Delaware organization stress the training of youngsters of 
school age in emotional maturity. Legislative plans include the pro- 
motion of traveling clinics and additions to state hospitals. 


Louistana 

The Louisiana Society for Mental Health is engaged in a campaign 
to secure a third mental hospital for the state. Active in promotional 
and organizational work, the society looks forward to arousing a 
considerable amount of public interest in its campaign. 

Louisiana has 15,500 first births annually. Each family with a 
first-born child receives from the society a series of twelve attractive 
pamphlets on mental health. 


Maryland 


Largely through the efforts of the Mental. Hygiene Society of 
Maryland, a division of mental hygiene has been created in the 
state board of health. Dr. Ralph P. Truitt, executive secretary of 
the society, has been appointed consultant in psychiatry to the 
board of health. 

In the blue-print stage is a proposed psychiatric institute, to be 
located at the University of Maryland Medical School and Hospital, 
Baltimore, which has been advocated by the Maryland Society. 

Returning as Clinical Director of the Mental Hygiene Clinic of 
Baltimore is Lt. Col. H. Whitman Newell, who spent the past four 
years in the Medical Corps, A.U.S. He served with the 142nd Gen- 
eral Hospital, the University of Maryland unit, and spent three 
years overseas in the South Pacific and China-Burma-India theaters. 


Massachusetts 


The Massachusetts Society for Mental Hygiene is organizing a 
seminar on ‘‘Mental Hygiene in Industry.’’ It is to be given for a 
number of psychiatrists, social workers, and personnel managers, with 
the purpose of orienting each group in the other’s sphere and promot- 
ing an understanding of the application of psychiatry to industry. 
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The society has for distribution three recently published pam- 
phlets: Getting Along with Yourself and Others; Leading a Full 
Life After Middle Age; How to Live with Older People. Copies may 
be obtained by writing to The Massachusetts Society for Mental 
Hygiene, 3 Joy Street, Boston 8. 


North Carolina 


The North Carolina Mental Hygiene Society joins the groups that 
have embraced the program of psychiatric screening in the selection 
of candidates for police duty, as originally proposed by the Cleveland 
(Ohio) Mental Hygiene Association. The program, developed by 
Dr. I. V. Shannon, Director of the Cleveland Mental Hygiene 
Association and Secretary of the Ohio Mental Hygiene Association, 
uses the Cornell selectee index as an adjunct to an individual 
psychiatric interview. 


Ohio 

The campaign of the Ohio Mental Hygiene Association to include 
mental-health needs on the agenda of a special session of the Ohio 
Legislature has met with success. It is too early, however, to report 
the results of the special session, which meets as this goes to press. 
It is expected that the legislature will make appropriations for 
receiving hospitals, mental-hygiene clinics, an increased building 
program, and reduction of the institutional work day from twelve 
hours to eight. 

High light in the organizing activities of the past few months, 
which have seen membership and nuclear groups and chapters spread 
in all parts of the state, was the June 6th luncheon rally in Cleveland 
in honor of Dr. D. R. Sharpe, president of the association. Filling the 
ballroom of the Hotel Hollenden and an overflow banquet room, 
Ohioans paid tribute to the successful efforts of Dr. Sharpe and his 
associates in fostering public consciousness of mental-health needs and 
expressed their determination to support the Ohio Mental Hygiene 
Association. 

The main speaker was the Hon. Frazier Reams, Director of Ohio’s 
Department of Public Welfare. Greetings from The National Com- 
mittee for Mental Hygiene were extended by J. G. Reese, the com- 
mittee’s field representive. Also paying tribute were Dr. Edward 
Humphreys, State Division of Mental Hygiene ; Mayor Thomas Burke; 
Mrs. Clarence Goldthorpe, President of the Ohio Federation of 
Women’s Clubs; and Louis Seltzer, crusading editor of The Cleve- 
land Press, who acted as toastmaster. The secretary of committee 
on arrangements was I. V. Shannon, Secretary of the Ohio Mental 
Hygiene Association. 
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Oregon 


Rounding out a year’s activity, the Oregon Mental Hygiene 
Society reports: 


‘‘In connection with our educational program twenty-three single 
talks were given, reaching approximately 4,300 people. There were 
also three radio talks. More than 400 attended each of the four sessions 
of the lecture series. 

‘5,200 copies of Mental Hygiene News were mailed and 9,833 pieces 
of literature were distributed during the year. 

‘Between January 1 and May 1, 1946, 169 square inches of news- 
paper space were devoted to the activities of the society. Another 269 
square inches covered stories of events of other groups in which the 
Oregon Mental Hygiene Society was mentioned, as when a member of 
its staff was the speaker for a meeting of another group. 

**In connection with the legislative program, 783 letters and 8 tele- 
grams were sent urging support of local or national measures. 

‘*Consultation service was offered to 81 people. 

‘*Between January 15 and May 1, 1946, 112 veterans were referred 
to us from 18 different sources. Of these 26 have seen a psychiatrist, 
13 are in the process of being referred for treatment, and there were 
354 interviews between veterans and the demonstration worker.’’ 


Virginia 
The Mental Hygiene Society of Virginia announces plans for 


expansion, formation of county chapters, and increased participation 
by laymen. 


Washington 


The Eighteenth Annual Meeting of the Washington Society for 
Mental Hygiene was held at Seattle on May 16, the date coinciding 
with Mental Health Day, as officially proclaimed by Governor Mon 
C. Wallgren. 

The principle speaker at the meeting was Dr. 8. Futterman, chief 
psychiatrist of the Mental Hygiene Clinie (V.A.), Los Angeles, who 
stressed the mental-hygiene aspects of family relationships. 

In codperation with the Seattle Guidance Clinic, the Washington 
society will sponsor in the fall a seminar on ‘‘ Alcohol Education”’ 
for group-work people. 

In a recent editorial in Mental Health To-day, official publication 
of the Washington society, attention was called to future activities: 


‘¢There must be continued and great effort directed toward interested 
groups throughout the state in order that they may express their beliefs 
in an organized manner regarding: legislation for better commitment 
laws; more adequate care for the senior citizens who show occasional 
episodes of mental illness; rehabilitation care for the convicted who 


have the potentiality of recovery; better educational facilities for the 
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spasties; and better eare and education of the mentally defective. 
There must be a continued and expanding effort to make clear for 
each citizen that early and intensive care of the emotional or mental 
illness means a high rate of recovery with an immense saving in a 
monetary way and an even greater saving of emotional resources. Also 
that the individual who goes through an episode of such illness can be a 
more valuable person to society afterwards. 


‘*There are other equally pressing needs that call for intelligent 
thinking and planned effort. Chronic alcoholism and abuse of the 
alcohol privilege by the otherwise good citizen call for a comprehensive 
effort to provide each thinking individual with a factual knowledge of 
alcohol, unprejudiced by personal philosophy or belief. 

‘*There is a constantly growing demand in our high schools and 


colleges for a realistic and decent education in the field of sex and 
marriage relationship.’’ 


Wisconsin 


In preparation for the next session of the legislature and the bills 
to be offered by the Joint Interim Committee for the Study and 
Revision of the Public Welfare Laws, with which it is codperating, 
the Wisconsin Society for Mental Health is stimulating the organiza- 
tion of discussion groups of civic leaders in various areas of the 
state. So far, the society has been drawing upon the leadership 
and active codperation of the Federation of Women’s Clubs, the 
State Council of Catholic Women, the State Nurses Association, and 
the League of Women Voters, as well as outstanding individuals. 

The first discussion group plans to meet for six sessions during 
June and July. Members of the discussion group will comprise an 
informal speakers’ bureau for other groups. 

Organized by Dr. Esther H. de Weerdt, executive director of the 
society, the discussion leaders are expected to form a good nucleus 
of stable citizens who can acquaint both the legislature and the 
publie with proper attitudes toward the mentally ill. 
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